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FOREWORD 


Clinical  work  in  speech  pathology  in  this  country  is 
comparatively  recent.  It  has  here  followed  a  path  of 
development  different  from  that  of  the  earlier  European 
clinics,  where  it  was  largely  a  medical  problem.  With 
us  it  began  as  an  educational  concern  of  teachers  and 
parents,  and  it  has  grown  until  it  now  includes  many 
adjacent  fields  as  well — medical,  psychological,  psychi¬ 
atric,  and  sociological.  Most  of  the  important  universi¬ 
ties  give  attention  to  the  development  of  speech,  either  in 
speech  arts  or  in  speech  clinical  work. 

Dr.  Hahn,  in  teaching  speech  pathology  and  in  di¬ 
recting  clinics  for  those  who  stutter,  saw  the  need  for  a 
compendium  of  the  various  theories  and  therapies  of 
stuttering.  Since  this  material  was  scattered  in  books,  in 
various  journals,  and,  in  some  cases,  unpublished  manu¬ 
scripts,  students  of  speech  pathology  had  difficulty  in 
gaining  a  comprehensive  view  of  the  field.  In  formulat¬ 
ing  and  gathering  the  various  authoritative  points  of 
view  into  a  single  volume  Dr.  Hahn  has,  in  my  opinion, 
made  a  definite  contribution  to  education.  This  book 
may  well  serve  as  a  text  in  a  seminar  in  speech  pathol¬ 
ogy  or  as  auxiliary  reading  in  any  speech-correction 
course.  Those  in  the  medical  profession,  in  psychology, 
and  in  neurology  may  be  stimulated  by  it  to  further 
research  beyond  their  present  efforts  once  they  grasp  this 
perspective  of  what  has  already  been  formulated  on  the 

stuttering  problem.  Sara  Stinchfield  Hawk 

Los  Angeles,  California 
December  1, 1942 
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STUTTERING 

Significant  Theories 
and  Therapies 


As  a  student  and  teacher  in  the  field  of  speech  pathol¬ 
ogy  I  have  been  somewhat  disturbed  by  the  number  and 
variety  of  theories  and  therapies  which  have  grown  up 
around  the  stuttering  problem.  After  studying  some  of 
the  literature  I  summarized  my  interpretations,  and  it 
then  occurred  to  me  that  if  my  assembled  data  were 
accurate  they  would  be  of  considerable  aid  to  those  inter¬ 
ested  in  this  aspect  of  speech  pathology.  Consequently 
I  selected  several  authorities  in  the  field  and  sent  each  a 
digest  of  his  work  for  his  approval  and  editing,  so  that 
these  digests,  if  published,  would  be  authentic  statements. 
The  co-operation  which  I  received  was  reassuring. 

In  the  October  1937  issue  of  the  Quarterly  Journal 
of  Speech,  my  article  entitled  “A  Compendium  of  Some 
Theories  and  Therapies  of  Stuttering”  was  published. 
The  authorities  whose  points  of  view  were  summarized 
in  this  collection  were  Dr.  Smiley  Blanton  and  Dr.  James 
S.  Green  of  New  York  City;  Dr.  C.  S.  Bluemel  of  Denver; 
Dr.  Knight  Dunlap  of  the  University  of  California  at  Los 
Angeles;  Dr.  John  M.  Fletcher  of  Tulane  University; 
Mrs.  Mabel  Farrington  Gifford,  Chief  of  the  Bureau  of 
Speech  Correction  of  the  State  of  California;  Dr.  Lee 
Edward  Travis  of  the  University  of  Southern  California; 
and  Dr.  Robert  West  of  the  University  of  Wisconsin.1 

1  Now  and  then  an  authority  will  modify  his  earlier  point  of  view. 
In  order  to  insure  the  recency  of  the  material  included  in  the  present 
book,  these  men  were  given  an  opportunity  to  make  any  revisions  they 
desired.  Dr.  Bluemel,  Dr.  Fletcher,  Dr.  Green,  and  Mrs.  Gifford  made 
some  changes.  Dr.  West,  Dr.  Blanton,  and  Dr.  Dunlap  were  satisfied  with 
their  earlier  statements.  Dr.  Travis  has  not  as  yet  formulated  his  newer 
concepts. 
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The  article  was  so  well  received  by  professors  and 
students  that  I  was  encouraged  to  enlarge  the  compen¬ 
dium.  Letters  were  addressed  to  other  authorities  in  the 
United  States  in  order  to  obtain  brief  descriptions  of 
their  theories  as  to  the  cause  of  stuttering  and  the  treat¬ 
ment  of  those  who  stutter.  The  following  authorities, 
with  the  exception  of  Mrs.  Young,  who  approved  my 
digest,  wrote  their  own  summaries:  Dr.  Bryng  Bryngel- 
son  of  the  University  of  Minnesota ;  Dr.  Isador  H.  Coriat 
of  Boston;  Mrs.  Edna  Hill  Young  of  Denver;  Dr.  Wen¬ 
dell  Johnson  of  the  University  of  Iowa;  Dr.  Elmer  L. 
Kenyon  of  Rush  Medical  College,  Chicago;  Dr.  Yale 
Nathanson  of  Temple  University,  Philadelphia;  Pro¬ 
fessor  Samuel  D.  Robbins  of  Emerson  College,  Boston; 
Dr.  Meyer  Solomon  of  Chicago;  Dr.  Walter  B.  Swift  of 
Boston;  and  Dr.  C.  Van  Riper  of  Western  State  Teachers 
College  at  Kalamazoo,  Michigan.2 

Since  speech  pathology  has  long  been  a  subject  of 
study  in  clinics  throughout  Europe,  I  have  included 
papers  from  some  foreign  authorities.  The  following  men 
sent  their  replies  to  me  just  before  the  beginning  of  the 
present  war:  Dr.  Alfred  Appelt  and  Dr.  Max  Nadoleczny 
of  Munich;  Dr.  E.  J.  Boome  and  Dr.  W.  A.  Carot  of  Lon¬ 
don;  Dr.  Emil  Froeschels  of  New  York  (formerly  of 
Vienna) ;  Dr.  Edward  Pichon  and  Mme  Borel-Maisonny 
of  Paris;  and  Dr.  Desire  Weiss  of  Brussels.  True,  I 
had  considerable  difficulty  in  communicating  with  Dr. 
Froeschels,  because  the  Germans  had  taken  over  Austria 
and  Dr.  Froeschels  had  been  forced  to  leave  the  great 
clinic  which  he  had  built  up  at  the  University  of  Vienna. 


2  Each  authority  was  asked  to  limit  his  resume  to  from  one  thousand 
to  fifteen  hundred  words. 
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I  regret  that  I  was  unable  to  obtain  data  from  Dr.  H.  Gutz- 
man  of  Germany.  My  communication  to  Dr.  W.  Berger 
of  North  Germany  was  returned  because  he  had  died  two 
weeks  before  its  arrival.  Dr.  Boome  sent  me  some  ma¬ 
terial  and  told  me  to  write  my  own  digest. 

These  data  seem  now  to  be  more  valuable  than  I 
could  have  anticipated  when  the  letters  were  written.  It 
would  be  almost  impossible  to  duplicate  these  accounts 
under  present  European  conditions. 

The  purpose  of  this  compendium  is  to  facilitate  the 
study  of  the  literature  on  stuttering  by  those  interested 
in  the  problem  who  wish  to  make  comparisons  among 
various  theories  and  therapies.  The  student  of  speech 
pathology,  after  reading  this  compendium,  may  later 
consult  sources  with  a  wider  and  less  biased  conception 
of  corrective  work. 

The  student  will  soon  discover  that  there  is  consider¬ 
able  difference  of  opinion  in  the  field.  Records  of  this 
speech  disorder  appear  in  the  earliest  histories;  and  yet 
today,  in  spite  of  the  scientific  information  which  has 
been  gathered  within  the  last  fifteen  years,  the  problem  is 
still  a  challenging  one.  There  are  now  a  great  number  of 
theories  and  therapies,  each  method  upholding  its  cure 
and  each  differing  in  some  degree  from  the  others. 

Sometimes  the  speech-correction  teacher  receives 
training  in  the  use  of  one  therapy  only.  While  he  may 
be  given  information  on  other  prevalent  theories,  fre¬ 
quently  he  has  no  practice  in  their  use  and  is  therefore 
not  capable  of  making  his  own  evaluations  or  of  realizing 
the  possible  correlation  among  treatments.  Thus  he  may 
become  prejudiced  against  therapies  which  might  well 
be  used  to  meet  the  needs  of  some  of  his  stutterers. 
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The  fact  that  clinicians  who  subscribe  to  different 
theories  may  each  claim  success  raises  the  question  as  to 
how  this  is  possible.  It  may  be  due  to  the  following: 
First,  the  overlapping  of  factors  in  treatment  may  ac¬ 
count  for  the  cures,  the  difference  between  therapies  be¬ 
ing  more  theoretical  than  real.  Second,  the  data  as  to 
improvement  and  cure  may  not  be  accurate  because  of 
unscientific  methods  used  in  determining  results. 

The  tendency  of  some  speech  clinics  to  prescribe  one 
type  of  therapeutic  measure  for  all  who  stutter  is  per¬ 
plexing  to  school  administrators,  to  the  general  public 
interested  in  speech  correction,  and  to  stutterers  them¬ 
selves  who  may  not  be  receiving  treatments  suited  to  their 
individual  needs. 

New  and  occasionally  startling  theories  and  treat¬ 
ments  sometimes  disrupt  the  work  of  the  speech  clinician. 
If  he  had  a  complete  understanding  of  therapies  which 
are  used  and  have  for  some  time  been  used  in  reputable 
centers  of  learning,  and  if  he  were  aware  of  correlating 
elements  among  the  therapies  marking  many  as  basically 
sound,  he  would  not  be  shaken  by  new  and  as  yet  un¬ 
proved  theories. 

Another  point  which  complicates  the  field  is  that  cer¬ 
tain  terms  are  used  under  certain  therapies  which  on  close 
examination  are  found  to  have  different  meanings  for 
different  people.  An  example  of  this  is  the  term  “cured.” 
Some  persons  interpret  this  word  to  mean  that  the  stut¬ 
terer  shows  no  obvious  speech  defect  which  will  interfere 
with  his  economic  or  social  pursuits.  Others  consider 
the  literal  meaning  of  the  word  and  claim  that  it  is  almost 
impossible  to  find  a  “cured”  stutterer — that  a  person 
once  afflicted  with  this  speech  disorder  will,  in  spite  of 
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remedial  treatment,  show  the  effect  of  his  stuttering  on 
his  personality  or  his  speech  rhythm  and  will  be  suscep¬ 
tible  to  relapse. 

Another  example  of  variations  in  terms  is  the  use  of 
the  term  “mental  hygiene.”  According  to  some  clinicians, 
if  the  individual  is  adjusted  to  his  difficulty,  if  it  does  not 
worry  him  and  he  is  satisfied  with  his  relationship  to  life 
situations,  he  is  not  in  need  of  mental  hygiene.  Others 
believe  that  all  stutterers  are  maladjusted  to  group  liv¬ 
ing  and  that  the  stuttering  is  indicative  of  that  mal¬ 
adjustment. 

“Distraction”  is  another  term  which  needs  clarifica¬ 
tion.  Some  elaborate  stuttering  therapies  have  been 
criticized  as  being  built  on  the  use  of  distracting  in¬ 
fluences  alone.  The  criticism  would  be  valid  if  one  knew 
what  was  meant  in  each  case  by  the  term  “distraction,” 
because  the  physiological  and  psychological  implications 
of  the  term  are  not  established. 

One  way  to  minimize  the  confusion  in  terms  would 
be  to  set  up  an  operational  concept.  When  a  significant 
term  is  used,  it  should  be  defined  in  relation  to  a  par¬ 
ticular  situation. 

Some  of  the  confusion  in  the  field  could  be  elimi¬ 
nated  by  the  discovery  of  common  denominators  among 
the  various  points  of  view.  But  the  reader  will  be  dis¬ 
appointed  if  he  expects  to  find  in  this  book  any  evalua¬ 
tion  or  classification  of  common  elements  and  points  of 
difference  among  these  authorities.  Such  an  under¬ 
taking  is  for  the  student.  His  interest  in  the  problem  will 
be  more  keenly  edged  if  he  argues  ambiguities  and  se¬ 
lects  from  among  the  statements.  Any  attempt  on  my  part 
toward  synthesizing  this  material  into  a  well-formulated 
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pattern  for  complete  intellectual  digestion  would  be  but 
a  personal  interpretation,  no  doubt  subject  to  criticism 
or  censure  by  the  men  who  have  so  willingly  contributed. 
A  professor  in  a  classroom,  with  the  help  of  students,  can 
analyze  the  material  with  considerable  profit;  but  that 
process  would  be  largely  oral  in  nature  and  if  mistakes 
are  made  little  harm  would  be  done.  Many  of  the  au¬ 
thorities  here  listed  make  statements  to  the  effect  that 
their  views  concern  chiefly  the  biological,  the  psycho¬ 
logical,  or  the  neurological  aspects.  Yet  to  attempt  to 
classify  any  one  as  belonging  to  a  neurological  or  a  psy¬ 
chological  school  of  thought  would  be  disconcerting  to 
him  and  to  others. 

In  general  it  would  seem  reasonable  that  the  first 
step  in  treating  a  stutterer  is  to  study  him  as  an  individual 
and  determine  his  specific  needs.  A  thorough  acquaint¬ 
ance  with  all  therapies  offers  the  clinician  an  opportunity 
to  vary  his  analysis  and  his  remedial  procedures  to  meet 
varying  needs. 

For  purposes  of  this  study,  the  editor  has  divided 
each  contribution  arbitrarily  into  “Theory”  and  “Ther¬ 
apy”  and  added  such  subtitles  in  the  text. 


SECTION  I 

Some  American  Authorities 


Smiley  Blanton,  M.D.* 

New  York  City 

THEORY 

Dr.  Smiley  Blanton,  of  Cornell  Medical  College, 
believes  that  psychological  factors  are  the  primary 
causes  of  stuttering1  and  that  fear  states  of  the  stutterer 
prevent  the  cortex  from  exerting  control  over  the  organs 
used  in  speech.  The  cause  lies  in  the  emotional  conscious 
and  unconscious  mind  of  the  stutterer.  Stuttering  is  the 
symptom  of  the  emotional  difficulty,  and  the  physical 
symptoms  can  be  explained  neurologically. 

A  careful  study  of  the  development  of  the  nervous 
system,  Dr.  Blanton  believes,  will  explain  the  physical 
symptoms  of  stuttering. 

The  nervous  system  was  first  segmental  in  forma¬ 
tion,  the  sensory  impulses  going  immediately  to  the 
motor  cells.  Nerve  cells  developed  to  co-ordinate  the 
segments  into  a  whole,  inhibiting  the  immediate  pre¬ 
vious  responses  and  resulting  in  a  more  complicated  type 
of  motor  response.  Because  of  the  conflict  between  var¬ 
ious  sensory  impulses,  a  series  of  supra-segmental  nerve 
cells,  called  the  thalamus,  appeared  with  the  purpose  of 

*  Approved  and  edited  by  Dr.  Blanton. 

1  For  other  interesting  discussions  of  the  psychological  interpreta¬ 
tion  of  stuttering,  not  included  in  this  compendium,  see:  F.  W.  Brown, 
“Stuttering,  Its  Neuro-physiological  Basis  and  Probable  Causation,” 
American  Journal  of  Ortho-Psychiatry,  II  (1933),  628-38;  John  Dorsey, 
“Psychology  of  the  Person  Who  Stutters,”  Psychoanalytic  Review,  Jan¬ 
uary  1935,  25-27;  Edwin  0.  Krausz,  “Is  Stuttering  Primarily  a ’Speech 
Disorder?”  Journal  of  Speech  Disorders,  V  (1940),  227-31;  Louis  P. 
Thorpe,  “Psychological  Mechanisms  of  Stammering,”  Journal  of  General 
Psychology  (1938),  97-109;  Lee  Edward  Travis,  “The  Need  for  Stutter¬ 
ing,”  Journal  of  Speech  Disorders,  V  (1940),  193-202. 
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receiving  sensory  impulses  coming  from  various  parts 
of  the  organism  and  of  modifying  these  before  they 
reached  the  motor  nerve  centers.  Supra-segmental  mo¬ 
tor  nerve  centers  also  developed  to  co-ordinate  motor 
impulses  set  up  by  the  sensory  stimuli  from  the  thala¬ 
mus,  so  that  only  one  impulse  would  reach  the  lower 
nerve  centers.  As  the  animal  progressed  evolutionally, 
nerve  centers  developed  in  the  cortex  to  control  the 
thalamus  and  the  motor  nerve  centers  co-ordinating  mo¬ 
tor  impulses.  All  sensory  impulses,  except  smell,  pass 
through  the  thalamus  before  reaching  the  cortex.  The 
cortex,  then,  inhibits  the  overactivity  of  the  lower  nerve 
centers. 

Speech  uses  muscle  groups  which  serve  biological 
functions  older  than  speech,  such  as  suckling,  chewing, 
swallowing,  breathing,  and  vomiting.  The  cortex  gov¬ 
erns  the  co-ordination  of  these  organs  by  inhibiting  tend¬ 
encies  of  the  lower  nerve  cells  to  act  independently  of 
each  other  as  they  did  when  the  nervous  system  was 
in  the  segmental  stage. 

In  any  state  of  fear,  the  discriminating,  inhibitory 
function  of  the  cortical  nerve  cells  holding  independent 
actions  of  the  speech  muscles  in  check  is  blocked.  There 
may  even  be  a  diffusion  of  blood  through  the  lower 
nerve  cells  because  of  the  contraction  of  the  blood  ves¬ 
sels,  thereby  accentuating  the  action  of  the  thalamus. 

There  is,  as  the  result  of  the  fear,  the  loss  of  co-ordi¬ 
nated  relationship  between  muscle  groups.  Each  of  the 
organs  used  in  speech  acts  under  the  influence  of  its 
lower  nerve  centers,  serving  its  older  biological  func¬ 
tions  when  the  controlling  power  of  the  cortex  is  les¬ 
sened  by  the  emotional  state  of  the  stutterer. 
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Stuttering  displays  the  crude  movements  of  suckling, 
chewing,  swallowing,  breathing,  and  so  forth.  These 
actions  may  be  modified  by  social  training.  The  choice 
of  the  particular  primitive  movement  appearing  in  the 
individual  stutterer  may  originate  in  his  type  of  infan¬ 
tile  behavior. 

When,  because  of  the  presence  of  fear,  the  action 
of  the  cortex  is  wholly  or  partially  blocked  on  several 
situations,  the  person  forms  a  habit  of  responding  with 
fear  to  similar  situations.  This  reinforces  the  original 
blocking. 

The  fault  is  not  with  the  organs  used  in  speech  but 
with  the  emotional  difficulty  in  the  unconscious.  The 
conscience  of  the  individual  begins  its  growth  in  early 
childhood.  It  is  founded  upon  the  child’s  relationship 
with  parents  or  an  adult  to  whom  the  child  is  attached 
and  is  the  child’s  conception  of  the  adult’s  conscience. 
The  principles  of  early  training  or  experience  remain 
in  the  unconscious.  They  often  cause  a  sense  of  guilt 
or  anxiety  when  the  person,  perhaps  acting  according 
to  the  best  reasoning,  proceeds  against  these  unconscious 
patterns.  The  cause  of  the  anxiety  will  remain  unknown, 
being,  of  course,  in  the  unconscious.  Such  anxieties  are 
emotional  difficulties  which  express  themselves  in  a 
great  many  symptoms  other  than  stuttering. 

The  treatment  of  stuttering,  therefore,  is  to  discover 
infantile  emotional  reactions  and  to  supplant  these  with 
adult  patterns  conducive  to  greater  mental  health.  The 
eradication  of  the  emotional  difficulty  will  permit  the 
cortex  to  establish  control  over  the  thalamus  and  the 
lower  nerve  centers  and  thus  to  direct  the  musculature 
of  the  speech  apparatus. 
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THERAPY 

The  objectives  of  treatment  are:  (1)  to  relieve  the 
emotional  difficulties,  (2)  to  readjust  the  stutterer  to  his 
environment,  and  (3)  to  relieve  the  symptom  called 
stuttering. 

Psychoanalysis  is  the  preferred  method  for  assist¬ 
ing  in  readjustment  for  discovering  the  difficulty.  This 
is  open  only  to  a  limited  number,  however,  because  of 
the  time  and  expense  required.  The  psychiatrist  must 
be  a  physician  as  well  as  an  accredited  analyst.  His 
method  is  the  usual  catharsis  or  ‘Talking  out’’  method 
prescribed  by  Freud. 

Individual  guidance  is  more  suitable  to  the  greater 
number  of  cases  and  is  simply  a  practical  application 
of  good  mental  hygiene.  After  requiring  the  patient 
to  take  a  physical  examination,  the  clinician  arranges 
private  conferences  for  the  discussion  of  all  problems 
confronting  the  stutterer.  The  family  and  school  environ¬ 
ment  are  studied  in  order  to  ascertain  any  points  of 
conflict.  Any  tensions  are  relieved  in  this  way.  Family 
co-operation  is  necessary  and  parents  must  be  willing 
to  accept  advice  as  to  overindulgence  or  overharshness 
in  discipline.  Camp  and  summer-school  groups  for  the 
correction  of  emotional  conflicts  are  of  great  social 
value  and  give  healthy  outlets  for  activity. 

Blanton  approves  the  retraining  of  handedness  in 
cases  in  which  a  shift  has  been  made,  with  emphasis  not 
on  the  training  but  on  the  emotional  readjustment.  Re¬ 
laxation  assists  in  relieving  tension,  but  the  stutterer  must 
learn  to  relax  inner  trunk  muscles  as  well  as  arm  and 
leg  muscles.  He  may  then  speak  in  a  relaxed  state  and 
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build  up  new  speech  habits.  Here  again  the  cause  of 
the  tension  must  be  sought.  Reading  aloud,  public  speak¬ 
ing,  and  dramatics  are  good  in  that  they  develop  con¬ 
fidence;  but  they  must  not  be  presented  as  cures.  Any 
sound  or  phonetic  drills,  drawling,  or  unnatural  tones 
are  detrimental  in  placing  too  much  emphasis  on  the 
production  of  speech  alone  and  thus  making  the  stut¬ 
terer  too  speech-conscious.  Suggestion  is  only  temporary 
in  its  benefits.  Only  those  methods  are  recommended 
which  relieve  underlying  emotional  tensions. 

Stutterers  in  the  public  schools  need  trained  speech- 
correction  teachers  supervised  by  a  psychiatrist.  Chil¬ 
dren  need  daily  treatment  in  small  groups,  part  of  the 
time  being  allotted  to  individual  work  and  part  to  group 
work  or  group  games  requiring  speech. 

Blanton  believes  that  when  the  emotional  re-educa¬ 
tion  is  accomplished  the  speech  difficulty  will  take  care 
of  itself. 
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C»  S.  Bluemel,  M.D.* 

Denver,  Colorado 
THEORY 

Dr.  C.  S.  Bluemel,  of  Denver,  Colorado,  believes  that 
speech  is  a  conditioned  response  and  that  stammering 
is  an  inhibition  which  occurs  before  the  speech  reflex 
is  securely  established.  Stammering  has  its  onset  in  the 
early  years  of  life  because  the  conditioned  reflex  of 
speech  is  not  yet  stable.  On  the  other  hand,  stammering 
rarely  begins  in  adult  life,  because  the  conditioned  re¬ 
flex  of  speech  is  now  a  fixed  and  secure  response. 

In  the  period  when  the  speech  reflex  is  not  securely 
established — that  is,  in  childhood — it  is  often  inhibited 
by  excitement  and  fatigue.  This  physiological  inhibi¬ 
tion  leads  to  transient  stammering,  which  is  experienced 
by  the  average  child.  When  the  inhibition  is  severe,  or 
when  the  cause  of  the  inhibition  persists,  the  stammering 
becomes  chronic.  Causes  of  persistent  stammering  are 
shock,  illness,  fear,  and  continuing  emotional  stress. 
In  cases  of  severe  shock  the  inhibition  of  speech  is  some¬ 
times  complete.  The  resultant  disorder  is  mutism  rather 
than  stammering.  Stammering  appears  later,  when  the 
speech  reflex  again  manifests  itself  but  is  partially 
blocked  or  inhibited. 

Bluemel  regards  the  simple  inhibition  of  speech  as 
primary  stuttering.  The  secondary  stage  appears  when 
the  occasion  for  speech  arouses  fear  and  panic.  The 
child  may  fear  words  or  letters;  he  may  fear  persons 

*  Approved  and  edited  by  Dr.  Bluemel. 
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and  situations;  he  may  be  fearful  of  speech  itself.  Sec¬ 
ondary  stammering  embraces  not  only  this  emotional 
conditioning  but  also  the  speaker’s  reaction  to  his  di¬ 
lemma.  The  reaction  may  include  the  use  of  synonyms, 
the  employment  of  subterfuge  to  avoid  the  necessity  of 
speech,  and  such  manifestations  as  breath-holding  and 
contortion.  In  a  case  of  so-called  “confirmed  stammer¬ 
ing”  the  secondary  symptoms  may  be  quite  complex. 

THERAPY 

In  the  primary  or  initial  stage  of  stammering,  the 
speech  disturbance  often  disappears  in  response  to  bed 
rest  and  sedation.  Sometimes  the  recovery  is  spectacu¬ 
lar.  Despite  recovery  or  improvement,  the  therapeutic 
measures  should  be  continued  for  a  week  or  two  and 
should  be  relaxed  only  gradually.  It  may  be  necessary 
to  tranquillize  the  patient’s  life  and  his  environment  in 
order  to  prevent  a  recurrence  of  the  speech  disorder. 

Secondary  stammering  presents  a  difficult  problem 
in  therapy.  We  are  confronted  with  a  conditioned  reflex 
of  speech  which  has  never  been  securely  established.  We 
are  confronted  with  inhibition  which  blocks  the  reflex. 
We  are  faced  with  associated  emotional  reactions  which 
lead  to  further  inhibition. 

An  attempt  should  be  made  to  establish  the  normal 
speech  response  by  cultivating  situations  in  which  the 
stammerer  speaks  without  impediment.  Reading  and 
reciting  in  unison  with  a  normal  person  exemplify  the 
principle.  By  speaking  normally,  even  in  these  artificial 
situations,  the  stammerer  acquires  the  feeling  of  fluent 
speech  and  cultivates  normal  psychological  and  physio¬ 
logical  reaction  patterns.  Any  expedient  which  gives 


18 


STUTTERING:  THEORIES  AND  THERAPIES 


temporary  fluency  will  prove  helpful  in  basic  speech 
training. 

The  emotional  reactions  of  stammering  can  be  les¬ 
sened  and  in  some  cases  abolished  when  the  opportunity 
for  fluent  speech  is  afforded.  If  the  stammerer  is  per¬ 
mitted,  in  classroom  training,  to  drop  into  whispered 
voice  or  to  resort  to  phantom  lip  movements  when  the 
fear  of  stammering  arises,  he  not  only  will  strengthen  his 
normal  speech  reflex  but  will  weaken  the  emotional  re¬ 
sponse.  If,  similarly,  in  telephoning  from  one  classroom 
to  another  the  stammerer  is  at  liberty  to  break  the  con¬ 
nection,  he  will  often  avoid  speech  block  and  embar¬ 
rassment  and  thus  lessen  his  emotional  reactions.  Apart 
from  such  classroom  situations  the  stammerer  can  to 
a  certain  extent  cultivate  composure  in  normal  speech 
relationships.  By  vigilance  and  diligence  he  can  in  some 
measure  tranquillize  his  life. 

In  the  matter  of  personal  hygiene,  the  stammerer 
should  avoid  overstimulation,  excitement,  and  nervous 
fatigue.  Conversely  he  should  lead  a  tranquil  life  and 
should  secure  adequate  sleep  and  rest.  The  nervous 
system  is  less  subject  to  inhibitory  disturbances,  includ¬ 
ing  those  of  speech,  when  bodily  health  is  at  its  best. 

Remedial  measures  cannot  be  expected  to  establish 
the  conditioned  reflex  of  speech  (in  other  words,  cure 
the  stammering)  in  all  instances.  While  some  stam¬ 
merers  regain  normal  speech,  others  may  obtain  merely 
a  gratifying  measure  of  speech  control.  Only  when 
stammering  is  treated  in  the  primary  stages  can  a  large 
percentage  of  cures  be  anticipated. 
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Bryng  Bryngelson* 

University  of  Minnesota 

THEORY 

My  present  notions  as  to  the  etiologic  factors  in  the 
speech  disorder  called  “stuttering”  are  the  result  of  my 
interpretation  of  the  laboratory  and  clinical  researches 
on  the  problem  during  the  last  two  decades.  Thirty-six 
citations  of  the  most  important  of  these  studies  are  found 
in  the  March  1942  issue  of  the  Journal  of  Speech  Dis¬ 
orders.  Whatever  point  of  view  I  hold  in  this  discussion 
should  be  dated  June  1942. 

Dysphemia  refers  to  an  irregularity  of  neural  inte¬ 
gration  in  that  portion  of  the  central  nervous  system 
responsible  for  the  flow  of  nerve  impulses  to  the  speech 
musculature.  The  most  commonly  observed  manifesta¬ 
tions  or  phenomena  of  this  central  state  of  neurologic 
disintegration  are  the  clonic  and  tonic  interruptions  of 
the  breath  stream,  accompanied  by  marked  lack  of  co¬ 
ordination  of  the  midline  bilateral  speech  structures. 
Such  disjointed  peripheral  behavior  I  prefer  to  call 
“stuttering.” 

The  initial  onset  usually  is  characterized  by  short, 
effortless,  repetitive  interruptions  of  the  speech  act. 
The  forced,  tonic  blocks  occur  most  often  as  secondary 
evolvements  after  the  child  has  been  exposed  to  mal¬ 
adaptive  stimuli  in  his  social  environment. 

My  present  theoretic  envisagement  of  “stuttering” 

*  Dr.  Bryngelson  entitled  this  article,  “Theoretic  and  Therapeutic 
Considerations  of  Dysphemia  and  Its  Symptom,  Stuttering.” 
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is  that  it  is  a  form  of  atavistic  behavior  resulting  from 
a  “throwback”  state  of  the  central  nervous  system.  The 
complete  maturation  for  a  highly  corticalized,  one-sided 
gradient  for  smooth  verbal  expression  does  not  obtain 
in  the  young  dysphemic  whose  “stuttering”  is  apparent 
at  the  time  of  his  speech  onset.  The  mechanism  of  cen¬ 
tral  ambilaterality  obtains,  thus  making  it  difficult  for 
the  peripheral  speech  muscles  to  function  in  a  synchro¬ 
nized  manner. 

Quite  often  the  two-sided  state  of  the  central  nervous 
system  is  indicated  by  the  lack  of  a  preferred  hand  usage. 
Early  ambidexterity,  which  is  common  in  children  up  to 
the  thirteenth  month,  often  persists  and  frequently  is 
accompanied  by  broken  speech  when  the  child  begins  to 
talk.  The  motor-sidedness  pattern  for  handedness  may 
be  developing  on  the  side  of  the  brain  opposite  to  the  side 
of  the  native  physiologic  speech  gradient.  This  central 
condition  which  one  can  only  infer  exists  may  be  of  such 
a  nature  as  to  demarcate  the  “stuttering”  child  as  pos¬ 
sessing  a  nervous  system  differing  in  kind  and  not  in 
degree  from  that  of  the  normal  speaking  child.  If  this 
be  the  case,  a  clinician  might  be  justified  in  not  holding 
out  too  high  hopes  of  a  complete  eradication  of  the  de¬ 
fect  we  call  dysphemia. 

The  dysphemic  state,  producing  peripheral  myo¬ 
spasms,  may  also  be  established  in  a  child  whose  inherent 
predisposition  to  develop  a  complete  and  normal  speech 
function  is  faulty.  It  may  obtain  when  a  child’s  native¬ 
sidedness  pattern  is  altered.  Dysphemia  may  also  arise 
as  a  result  of  accidents  to  a  dominant  cerebral  hemi¬ 
sphere,  hand,  or  eye.  Prolonged  febrile  diseases  and 
severe  traumas  may  be  inciting  causes  to  the  onset  of  the 
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symptom  “stuttering,”  in  organisms  predisposed  to  a 
lack  of  strong  one-sided  development.1 

THERAPY 

Before  discussing  certain  aspects  of  therapy,  I  want 
to  say  that  I  do  not  believe  that  one  method  and  only  one 
can  be  agreed  upon  by  speech  pathologists.  Because  of 
our  different  backgrounds  of  training  and  clinical  ex¬ 
perience  we  shall  perhaps  employ  more  or  less  different 
methods  and  technics  in  the  treatment  of  dysphemia. 

In  discussing  the  treatment  of  dysphemics,  because 
of  the  primary  and  secondary  phases  of  the  problem,  I 
shall  speak  first  of  the  management  of  children  whose 
“stuttering”  is  still  in  the  initial  stage  and  discuss,  sec¬ 
ond  the  treatment  of  adult  “stutterers.” 

Provided  the  physical  and  mental  conditions  are 
normal,  there  are  two  main  considerations  in  the  pa¬ 
rental  management  of  the  child. 

First,  there  should  be  no  interference  with  the  motor 
development  of  the  child’s  sidedness  pattern.  If  there  is 
any  doubt  as  to  his  manual  laterality  by  the  time  he  is 
ready  for  the  first  grade,  it  would  be  well  to  take  him 
to  a  speech  clinic  for  a  decision  as  to  which  side  is  most 
likely  to  give  his  speech  the  more  adequate  neurologic 
compensation  for  its  central  ambilaterality.  Once  strict 
one-sidedness  has  been  developed,  the  child  should  be 
encouraged  in  manual  skills  in  order  to  maintain,  if 
possible,  an  asymmetry  of  neural  innervation  in  the 
central  nervous  system.  Ambidextrous  acts  such  as 
piano  playing  and  typing  are  likely  to  delay  the  setting 

1For  further  elucidation,  see  “A  Study  of  Laterality  of  Stutterers 
and  Normal  Speakers,”  Journal  of  Social  Psychology ,  XI  (1940),  151-55. 
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up  of  such  physiologic  asymmetry  as  is  essential  for 
more  smooth  speech  flow.  So  much  for  the  neurologic 
phase  of  the  problem. 

Second,  clinical  experience  teaches  one  that  when 
the  emotional  environment  for  a  “stuttering”  child  is 
full  of  tension,  fear,  and  anxiety  the  child  reacts  un¬ 
favorably  toward  his  inability  to  communicate  like  other 
children.  It  is  therefore  advisable,  in  order  to  prevent 
unwholesome  speech  mannerisms  and  emotional  inse¬ 
curities  from  developing  as  patterns  collateral  with 
“stuttering,”  for  the  parent  to  avoid  making  any  mal¬ 
adaptive  evaluation  of  the  child’s  speech.  When  the 
child  is  old  enough  to  realize  that  his  way  of  talking  is 
different  from  that  of  others  who  do  not  “stutter,”  he 
should  be  very  frankly  dealt  with  by  the  parent.  At  this 
point  it  might  even  be  well  for  the  parent  to  speak  very 
freely  about  the  “stuttering.”  Also  the  humor,  which 
the  playmates  may  later  indicate,  can  be  developed 
between  the  child  and  the  parent.  Above  all,  a  parent 
should  respect  the  child’s  personality.  He  is  performing 
according  to  the  dictates  of  his  organism;  and  although 
the  pattern  may  not  suit  the  parental  super  ego,  it  is  well 
not  to  interfere  with  the  child’s  emotional  maturation. 
After  the  age  of  sixteen  the  child  may  respond  to  clinical 
treatment  by  a  trained  clinician.  He  can  learn  to  mini¬ 
mize  the  speech  output  if  he  has  developed  any  sec¬ 
ondary  patterns  which  in  any  way  prolong  his  speech  at¬ 
tempt.  Talking-and-writing  exercises  are  recommended. 
Many  of  the  readers  will  note  that  this  suggestion  is  the 
reverse  of  what  has  been  proposed  in  the  literature  be¬ 
fore.  The  change  in  my  own  thinking  has  taken  place 
during  the  last  eight  years.  Phylogenetically  the  speech 
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act  is  much  older  than  the  writing  act.  Speaking  being 
the  act  with  which  we  are  most  concerned  in  “stuttering” 
therapy,  it  would  seem  to  be  important  to  excite  first 
that  specific  part  of  nervous  behavior  and,  second,  the 
later-acquired  act  of  writing.  If  the  child  has  difficulty 
in  initiating  the  speech  act  in  order  to  follow  it  with  the 
pencil  in  copying  material  from  a  book,  it  is  suggested 
that  the  child  be  taught  to  use  one  of  the  many  voluntary 
technics,  well  known  to  clinicians,  in  order  to  get  started 
on  the  word.  Talking  and  writing  are  two  symbolic 
activities,  complex  in  nature,  which  in  most  of  us  are 
closely  associated  in  the  nervous  system. 

Because  of  the  frustration  in  communication  and  the 
inadequate  home  and  school  management  of  most  dys- 
phemics,  a  warped  personality  is  present  as  a  second 
handicap  of  a  person  who  has  “stuttered”  through  the 
years.  It  is  somewhat  rare  to  find  a  dysphemic  at  the 
adult  level  who  is  able  to  live  wholesomely  with  his 
speech  defect.  Most  adult  dysphemics  who  come  for 
clinical  help  are  hypersensitive  and  socially  morbid  and 
cling  to  the  thought  that  they  are  stigmatized  on  account 
of  their  speech  difference.  It  behooves  the  speech  clini¬ 
cian  to  deal  with  personality  as  well  as  with  the  dis¬ 
ordered  speech.  In  the  subsequent  paragraphs  I  shall 
indicate  in  somewhat  summary  fashion,  the  main  thera¬ 
peutic  considerations  for  the  adult  dysphemic. 

Physical. — The  clinician  should  be  sure  that  the 
patient  is  in  good  physical  condition.  It  would  be  unwise 
to  treat  the  dysphemia  while  the  physical  organism  was 
being  affected  by  disease. 

Neurologic. — In  order  to  build  up  as  strong  a  neural 
compensation  for  the  central  ambilaterality  as  possible, 
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the  clinician  must  determine  within  the  limits  of  his 
knowledge  the  most  probable  brainedness  of  the  patient. 
When  this  has  been  determined,  all  motor-sidedness  acts 
should  be  developed  on  the  side  representing  the  central 
brainedness.  The  larger  muscles  of  peripheral  handed¬ 
ness  should  be  exercised  first,  and  later  the  correct 
orientation  in  writing  should  be  introduced.  Many  hours 
of  a  clinical  day  should  be  devoted  by  the  patient  to 
talking-and-writing  exercises. 

A  voluntary  reproduction  of  the  first  sound  of  words 
while  reading  aloud  and  talking  should  be  taught.  This 
clonic  activity  simulates  the  speech  act  which  most  people 
refer  to  as  “stuttering.”  This  cortical  exercise  tends  to 
relieve  the  patient  of  accessory  muscle  movements  and 
also  to  redirect  the  speech  energy  into  channels  more 
favorable  for  expression.  It  also  relieves  the  lower  neural 
levels  of  the  task  of  usurping  the  activity  of  the  cortex. 
Normal  speech  is  voluntary  and  cortical,  and  the  volun¬ 
tary  simulation  of  “stuttering”  tends  to  heighten  the 
activity  of  the  higher  levels  of  neural  action. 

Physiologic . — Before  a  full-sized  mirror  the  patient 
should  sit  imitating  all  his  so-called  habit  patterns. 
These  he  has  learned  in  order  to  avoid  “stuttering” 
speech.  In  adulthood  these  habits  of  motor  overflow 
should  be  mastered  and  eventually  eliminated.  They 
are  not  essential  to  “stuttering”  communication. 

Psychologic. — This  part  of  the  therapy  has  to  do 
with  the  basic  and  developmental  phases  of  the  patient’s 
personality.  He  learns  of  the  insecurities  and  their  de¬ 
fenses  which  have  developed  around  the  fact  that  he  is 
a  “stutterer.”  Insight  into  mental  mechanisms,  attitudes, 
and  unwholesome  and  infantile  fears  is  essential  for  the 
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maladjusted  dysphemic.  He  must  learn  new  ways  of 
evaluating  his  aptitudes  and  talents,  and  must  seek  to 
establish  a  new  sanction  for  himself  as  a  person.  Relief 
of  inward  tensions  tends  to  lighten  the  cortical  load  of 
individual  and  social  inhibition. 

Speech  and  emotional  hygiene. — The  patient  learns 
to  accept  himself  as  a  “stutterer.”  After  he  has  admitted 
this  fact  to  himself  and  has  learned  to  like  to  “stutter” 
in  a  new  way,  he  experiences  a  sort  of  emotional  cathar¬ 
sis  which  helps  him  accept  himself  as  he  is  and  not  as 
he  wanted  to  be  (a  normal  speaker) . 

Sociologic. — The  dysphemic  with  a  difference  in 
the  form  and  manner  of  communication  does  not  live 
unto  himself  alone.  He,  too,  is  dependent  upon  other 
people  for  psychologic  as  well  as  economic  security. 
Therefore  he  must  have  a  good  deal  of  experience  in  so¬ 
cial  projects  by  means  of  which  he  advertises  the  fact  that 
he  “stutters.”  These  social  assignments  in  the  form  of 
interviews  with  clerks,  passers-by,  etc.,  should  be  care¬ 
fully  supervised  at  first.  Later  on  in  clinical  therapy  the 
patient  makes  his  own  assignments,  being  very  careful  to 
analyze  the  reactions  to  every  situation.  At  this  point  in 
the  therapy,  the  patient  has  so  minimized  the  importance 
of  his  speech  that  for  the  first  time  he  is  experiencing 
emotional  freedom.  Good  “stuttering”  is  in  direct  re¬ 
lation  to  emotional  freedom. 

With  wholehearted  co-operation  and  rapport  between 
the  clinician  and  the  patient  (using  the  therapy  outlined 
above  for  at  least  nine  months),  the  patient  should  have 
discarded  his  physiologic  and  psychologic  “crutches,” 
should  have  “stamped  in”  a  compensatory  sidedness 
pattern,  should  have  gained  a  good  deal  of  insight  into 
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himself  as  a  person,  a  “stutterer,”  and  should  have 
fewer  overt,  obnoxious  myospasms.  He  should  by  now 
be  more  livable  to  himself  and  others.  The  eradication 
of  all  the  original  neurologic  spasms  might  be  too  much 
to  hope  for.  The  few  that  may  remain  need  not  stand  in 
his  way  toward  successful  living. 

Vocational. — This  phase  of  the  treatment  refers  to 
the  aid  the  patient  may  need  in  working  out  his  ego- 
ideal.  Perchance  because  of  his  “handicap”  he  has  be¬ 
come  interested  in  a  field  of  endeavor  not  suited  to  his 
aptitudes;  he  will  need  the  help  of  a  testing-bureau 
counselor  in  order  to  learn  where  he  best  fits  in  a  chosen 
vocation. 

In  closing  may  I  say  that  even  though  it  may  be  dis¬ 
covered  at  some  future  date  that  my  guess  as  to  the  exact 
etiology  of  dysphemia  is  inaccurate,  I  am  satisfied  that 
I  attempt  to  represent  a  therapy  which  takes  an  over-all 
view  of  the  “stutterer”  and  I  recommend  to  speech  pa¬ 
thologists  that,  knowing  as  little  as  we  do  about  this  most 
intriguing  and  age-long  problem,  we  can  do  little  harm 
in  touching  upon  the  problem  from  as  many  angles  and 
points  of  view  as  lie  within  the  scope  of  our  training. 
We  should  all  feel  the  pressing  need  of  working  in  close 
co-operation  with  other  scientists  interested  in  the  human 
being. 
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Isador  H.  Coriat,  M.D.* 

Boston ,  Massachusetts 

THEORY 

Stammering  is  a  psychoneurosis  caused  by  the  per¬ 
sistence  into  later  life  of  early  pregenital  oral  nursing, 
oral  sadistic,  and  anal  sadistic  components.  The  term 
“pregenital”  refers  to  the  organization  of  the  sexual  life 
of  the  child  during  the  early  infantile  period  before  the 
genital  zone  has  assumed  a  dominating  role.  In  cases  of 
stammering,  these  various  pregenital  tendencies  can  be 
definitely  observed  when  attempts  are  made  to  speak,  and 
they  also  appear  in  characteristic  oral  nursing  and  oral 
cannibalistic  dreams,  showing  that  the  stammerer  has 
not  overcome  these  pregenital  impulses  in  the  course  of 
adult  development. 

Speech  function  is  both  oral  and  anal,  and  in  the 
speech  of  stammerers  these  tendencies  can  be  frequently 
perceived  either  in  pure  culture  or  as  an  amalgamation. 
Stammering  is  not  a  conversion  neurosis  but  one  in  which 
the  original  pregenital  tendencies  have  continued  from 
the  early  pregenital  setting  of  the  libido.  This  persist¬ 
ence  of  the  pregenital  reactions  also  influences  the  char¬ 
acter  traits  of  stammerers.  The  beginnings  of  stammer¬ 
ing  in  early  childhood  are  not  of  a  psychoneurotic  na¬ 
ture;  it  is  only  through  the  prolongation  of  early  oral 
activities  that  stammering  becomes  a  psychoneurosis.  In 
other  words,  there  is  an  unconscious  tendency  to  retain 
the  original  libido  binding  to  the  mother  because  stam- 

*  Approved  and  edited  by  Dr.  Coriat. 
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merers  do  not  wish  to  abandon  the  original  infantile 
helplessness  and  thus  lose  the  early  nursing  object. 

In  the  speech  of  stammerers  the  illusion  of  nursing 
is  maintained  and  the  oral  gratification  continued  by 
this  illusory  substitution  for  the  maternal  nipple,  the 
stammerer  thus  retaining  his  mother  into  adult  life. 

In  stammering,  the  wish  to  retain  the  early  pleasure- 
principle  of  nursing  is  one  of  the  factors  which  produces 
the  strong  resistance  in  its  analytic  treatment. 

THERAPY 

Because  stammering  is  a  neurosis,  psychoanalysis  is 
the  therapy  of  choice.  The  analysis  should  be  carried 
out  in  the  same  manner  as  all  therapeutic  analyses.  The 
duration  of  treatment  covers  a  period  of  many  months, 
so  strong  are  the  resistances  of  stammerers.  With  anal¬ 
ysis  very  marked  improvement  may  take  place  and  this 
improvement  is  permanent,  in  contradistinction  to  the 
frequent  relapses  which  are  produced  when  the  symptom 
alone  is  treated  through  speech  training.  The  end  stages 
of  this  analysis  are  particularly  difficult  to  handle. 

Fear  in  stammering  has  been  emphasized  to  too  great 
an  extent  as  its  cause.  Fundamentally  it  represents  the 
resistance  against  sudden  discharges  of  oral  eroticism; 
as  such  it  becomes  part  of  the  analysis  and  should  be 
handled  like  other  forms  of  morbid  anxiety  in  which 
there  is  a  sense  of  internal  danger. 

Active  therapy  must  be  occasionally  utilized  in  the 
analytic  treatment  of  stammerers,  particularly  in  pre¬ 
venting  the  tic-like  movements  associated  with  speech. 
The  willingness  of  stammerers  to  be  cured  and  their 
compliance  with  the  analysis  may  be  only  apparent,  act- 
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ing  as  a  cover  for  the  various  resistances.  Consequently 
a  new  technique  of  active  psychoanalytic  therapy  for 
stammerers  has  been  devised,  based  upon  a  deprivation 
of  certain  forms  of  oral  gratification  which  might  be  un¬ 
consciously  utilized  to  prolong  the  neurosis.1 

1  Because  of  the  brevity  of  Dr.  Coriat’s  article,  his  other  publications 
are  cited:  “Stammering  as  a  Psychoneurosis,”  Journal  of  Abnormal  Psy¬ 
chology,  IX  (1915),  6;  “A  Type  of  Anal  Erotic  Resistance,”  International 
Journal  of  Psychoanalysis,  VII  (1926),  3,  4;  “Ein  Typus  von  Analeroti- 
schem  Widerstand,”  Int.  Zeit.  f.  Psychoanalyse,  XII  (1926),  3;  “The  Oral 
Erotic  Components  of  Stammering,”  International  Journal  of  Psycho¬ 
analysis,  VIII  (1927),  1;  Stammering:  A  Psychoanalytic  Interpretation 
(New  York  and  Washington,  1928)  ;  “Die  Verhutung  des  Stottems,”  Zeit. 
f.  Psychoanalytische  Pedagogik,  II  (1928),  11-12;  “The  Oral  Libido  in 
Language  Formation  among  Primitive  Tribes,”  International  Journal  of 
Psychoanalysis,  X  (1929),  3;  “Active  Therapy  in  the  Analysis  of  Stam¬ 
mering,”  Psychoanalytic  Review,  XVII  (1930),  3;  “The  Dynamics  of 
Stammering,”  Psychoanalytic  Quarterly,  II  (1933),  2. 
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Knight  Dunlap* 

University  of  California  at  Los  Angeles 
THEORY 

Dr.  Knight  Dunlap,  formerly  of  Johns  Hopkins  Uni¬ 
versity,  and  now  chairman  of  the  Psychology  Depart¬ 
ment  at  the  University  of  California  at  Los  Angeles,  has 
formulated  a  theory  concerning  habits  which  he  applies 
to  stuttering.  He  assumes  that  in  cases  of  stuttering 
where  the  causal  factors  have  been  removed  and  the 
speech  difficulty  still  exists  the  defect  is  a  habit  which 
can  be  broken. 

Dunlap  believes  that  the  psychological  principles  of 
learning  account  for  making  and  unmaking  of  habits. 
The  old  concept  of  learning  was  that  a  person  learns  by 
doing  or  becomes  more  perfect  in  an  action  by  the  repeti¬ 
tion  of  that  action.  This  Dunlap  terms  the  Alpha  hy¬ 
pothesis:  “A  response  to  a  given  stimulus  definitely  in¬ 
creases  the  probability  that  on  the  recurrence  of  the 
same  ....  stimulus  pattern,  the  same  ....  response  will 
occur. 

However,  Dunlap  has  found  that  the  facts  do  not 
always  fit  this  theory.  In  practicing  to  throw  darts  at  a 
target,  the  person  misses  continually.  He  is  actually  re¬ 
peating  the  missing;  but  he  is  not  perfecting  the  missing, 
for  he  finally  makes  a  different  response  by  hitting  the 
target.  In  other  words,  the  learning  response  (that  of 
missing  the  target)  is  not  the  response  learned.  With  this 

*  Approved  and  edited  by  Dr.  Dunlap. 

1  Knight  Dunlap,  “A  Revision  of  the  Fundamental  Law  of  Habit 
Formation,”  Science,  LXVII  (1928),  360-62. 
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in  mind,  Dunlap  formulated  the  Beta  hypothesis:  “The 
response,  in  itself,  has  no  effect  on  the  future  probabil¬ 
ity  of  the  same  stimulus  pattern  producing  the  same 
response.”2 

This  hypothesis  shows  the  possible  negative  effect  in 
repetition.  Such  negative  practice  may  be  used  to  abolish 
a  habit  of  response  already  formed.  The  factors  which 
assure  success  when  the  individual  makes  response  to  a 
stimulus  other  than  the  response  that  he  has  in  mind  are 
perception,  thinking,  and  feeling.  He  perceives  the  tar¬ 
get,  hand,  arm,  etc.,  thinks  of  his  goal,  weighs  past  suc¬ 
cesses  and  failures,  and  desires  to  achieve  success.  These 
factors  do  not  merely  accompany  the  reaction,  but  are 
part  of  the  response. 

These  same  factors  can  be  used  to  destroy  the  un¬ 
desired  habit. 


THERAPY 

Stuttering  is  a  habit  which  can  be  broken  by  the  use 
of  the  negative  practice.  The  stutterer  cannot  be  told  to 
stop  stuttering.  He  must  be  given  a  technique.  His  un¬ 
desirable  habit,  which  he  can  perform  well,  will  be  the 
means  by  which  he  can  reach  his  goal  of  nonstuttering. 

The  stutterer  studies  his  specific  type  of  involuntary 
spasm,  copies  this  as  nearly  as  possible,  and  then  stutters 
voluntarily.  All  the  time  he  has  clearly  in  mind  that  this 
is  not  the  action  to  be  pursued  in  the  future;  he  antici¬ 
pates  reaching  the  goal  of  overcoming  his  habit,  and  he 
desires  such  a  goal.  Perception,  thought,  and  feeling 
must  be  directed  toward  the  future  response  and  not 
toward  the  present  habit. 

2  Knight  Dunlap,  Habits,  Their  Making  and  Unmaking  (New  York: 
Liveright  Publishing  Company,  1932),  p.  41. 
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Care  must  be  taken  in  voluntary  stuttering  that  the 
patient  does  not  slip  into  involuntary  spasms  as  well. 
Practice  periods  should  be  given  under  supervision  at 
least  three  times  a  week,  and  the  stutterer  should  practice 
forty-live  minutes  daily.  Word  lists  are  made  up  for 
stuttering.  Words  in  sentences  are  underlined  on  which 
the  patient  is  to  stutter  voluntarily.  Oral  and  unison 
reading  may  be  practiced  with  the  clinician,  the  clinician 
lowering  the  intensity  of  his  voice  to  make  the  patient  at¬ 
tend  to  the  clinician’s  voice. 

In  some  cases,  the  negative  practice  is  sufficient 
therapy  to  produce  results.  When  there  has  been  a 
decided  improvement,  the  negative  practice  may  be 
dropped  gradually,  to  be  resumed  again  quite  intensively 
if  there  should  be  a  recurrence  of  the  defect.  In  other 
cases,  the  positive  practice  (the  Alpha  postulate)  of  do¬ 
ing  no  stuttering  may  be  used  after  the  patient  has  been 
able  to  control  his  difficulty.  These  matters  are  for  the 
clinician  or  director  of  the  clinic  to  decide.  No  two  stut¬ 
terers  can  be  treated  in  exactly  the  same  way.  Above  all 
it  should  be  reiterated  that  any  operating  causes  in  the 
stutterer’s  life  should  be  removed  before  the  therapy  is 
practiced. 
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John  M.  Fletcher* 

Tulane  University 

THEORY 

Dr.  John  M.  Fletcher,  professor  of  psychology  at 
Tulane  University,  is  convinced  that  stuttering  is  a  psy¬ 
chological  difficulty,  and  that  “it  should  be  diagnosed 
and  described  as  well  as  treated  as  a  morbidity  of  social 
consciousness,  a  hyper-sensitivity  of  social  attitude,  a 
pathological  social  response.”1 

Professor  Fletcher  says  further  in  a  private  commu¬ 
nication  to  the  editor  of  this  compendium  that  he  be¬ 
lieves  the  following  conclusions  are  valid  and  should 
constitute  the  basis  of  any  program  for  dealing  with  this 
problem: 

“The  principal  factors  which  enter  into  the  causation 
of  this  form  of  social  maladjustment  are  fear,  dread, 
anxiety,  worry,  inferiority  feelings,  and  similar  attitudes 
of  mind,  all  of  which  have  their  genesis  in  specific  experi¬ 
ences.  It  is  not  fear  in  general,  or  dread  or  anxiety  or 
worry  in  general,  but  fear,  dread,  worry,  and  anxiety 
experienced  in  anticipation  of  the  necessity  to  speak 
under  certain  definite  conditions  which  sets  off  the  stut¬ 
terer’s  pathological  reactions.  Memories  of  previous  ex¬ 
periences  and  their  attendant  sufferings  serve  as  per¬ 
petually  renewed  causal  agencies. 

“It  is  not  therefore,  as  some  believe,  any  single  type 

*  Approved  and  edited  by  Dr.  Fletcher. 

1  John  M.  Fletcher,  The  Problem  of  Stuttering  (Longmans,  Green 
and  Company,  1928),  p.  226. 
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of  traumatic  episode,  the  residual  effects  of  which  can 
be  plucked  out  of  a  person’s  mind  by  some  mysterious 
form  of  mental  surgery  as  one  would  pluck  a  thorn  from 
his  foot;  it  is  not  this  that  is  responsible  for  the  stutterer’s 
ills.  Rather  does  he  suffer  from  the  summated  effects  of 
thousands  of  daily  experiences.  Removing  the  effects  of 
any  original  traumatic  experiences,  were  such  a  thing 
really  possible,  would  therefore  leave  him  still  the  vic¬ 
tim  of  quite  enough  influences  to  perpetuate  his  miseries. 
So  long  as  the  stutterer  lives  in  dread  anticipation  of 
these  experiences,  just  so  long  will  he  continue  to 
stutter. 

“One  very  basic  conclusion,  which  should  not  be 
overlooked,  is  that  speech  is  not  a  mere  physiological 
act  of  vocal  utterance.  It  is,  on  the  contrary,  a  complex 
form  of  social  intercourse.  Its  pathology,  as  differenti¬ 
ated  from  mere  defects,  has  its  genesis,  as  a  rule,  in 
early  childhood  experiences  associated  with  efforts  at 
talking.  That  the  causal  factors  responsible  for  this  pa¬ 
thology  inhere  in  the  domestic  or  social  situation  to  which 
the  child  is  exposed  during  the  period  of  facilitation  of 
his  speech  functions  is  a  conclusion  corollary  to  the  first 
and  one  of  equal  importance. 

“That  the  social  environment  continues  to  have  effect 
is  borne  out  by  the  fact,  known  to  every  competent  stu¬ 
dent  of  the  subject,  that  the  relationship  between  the 
stutterer  and  his  auditors  affects  and  may  even  deter¬ 
mine  his  ability  to  talk.  The  child-parent  relationships 
in  which  most  cases  of  stuttering  have  their  rise  are,  in 
their  essential  features,  duplicated  in  the  pupil-teacher 
relationships  of  the  school  years.  This  accounts  for  the 
fact  that  what  might  otherwise  be  a  temporary  difficulty 
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of  childhood  becomes  after  a  few  years  in  the  classroom 
a  life-time  handicap. 

“This  frankly  psychogenetic  theory  of  stuttering  by 
no  means  precludes  the  recognition  of  the  significance 
of  predisposing  causes.  In  stuttering  as  with  other  human 
maladies,  causes  which  are  effective  in  one  instance  may 
not  be  effective  in  another.  Even  those  who  adhere  to  a 
strictly  somatogenic  theory  of  stuttering  seem,  with  ques¬ 
tionable  consistency,  to  have  as  strong  faith  as  do  others 
in  a  program  of  educational  therapy,  provided  it  is  under 
proper  auspices. 

“The  claim  that  stuttering  per  se  is  hereditary  lacks 
confirmatory  evidence.  Such  evidence  would  require  that 
stutterers  in  sufficient  numbers  be  reported  who  have 
never  been  exposed  to  the  stuttering  of  other  people  or 
to  any  other  experiential  influences  which  are  known  to 
be  effective  causes  of  stuttering.  This  evidence  it  would 
be  practically  impossible  to  procure. 

THERAPY 

“These  conclusions,  if  they  be  sound,  should  lead  to 
the  prompt  abandonment  of  two  well-known  therapeutic 
procedures  which  are  commonly  accepted  as  standard 
modes  of  treating  stuttering.  It  should  be  added  here  that 
these  two  procedures,  invalidated  by  psychological  facts 
concerning  the  nature  of  speech  in  general  and  stuttering 
in  particular,  should  be  abandoned  for  still  another  very 
cogent  reason,  namely,  that  their  application  has  failed 
to  yield  convincing  results. 

“It  should  be  further  added  that  the  claim  of  any 
profession  to  the  exclusive  right  to  practice  on  stutterers 
can  be  justified  only  on  proof  that  the  nature  of  that  dif- 
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ficulty  places  it  exclusively  within  the  domain  of  inquiry 
of  that  profession,  and  by  the  further  proof  that  only  by 
the  practice  of  therapeutic  procedures  peculiar  to  that 
profession  can  satisfactory  results  be  achieved.  Science 
does  not  recognize  the  right  of  eminent  domain. 

“The  two  procedures,  the  soundness  of  which  is  here 
being  questioned,  are  (1)  vocal  exercises,  and  (2)  clini¬ 
cal  ‘treatments.’  Concerning  the  first,  there  is  need  to 
point  out  only  that,  since  the  stutterer’s  difficulty  is  not  a 
mere  defect  of  vocal  utterance  but  an  inability  in  certain 
social  situations  to  talk  to  people ,  vocal  exercises  do  not 
get  at  his  real  difficulty  at  all  and  are  therefore  about  as 
logical  in  his  case  as  it  would  be  to  treat  a  child  for 
measles  when  he  had  the  mumps. 

“The  outward  symptoms  of  stuttering  are  so  con¬ 
spicuous  and  so  distressing  that  they  have,  unfortunately, 
distracted  students  of  the  subject  from  its  real  nature 
and  especially  from  its  background  of  causation.  These 
symptoms  consist  of  the  following  manifestations:  (a) 
an  unsuccessful  attempt  ( b )  to  convey  meaning  (c) 
through  the  medium  of  vocal  utterance  ( d )  to  an  auditor 
or  auditors.  The  omission  of  any  single  symptom  from 
this  syndrome  changes  the  character  of  the  whole. 

“Taking  these  criteria  in  order,  for  example,  it  be¬ 
comes  obvious  that  successfully  imitating  the  sounds  of 
stuttering  is  not  stuttering.  Physiologically  the  two  acts 
may  be  the  same  but  psychologically  they  are  very  far 
apart.  Secondly,  since  singing  and  mere  vocalizing  do 
not  imply  the  conveyance  of  meaning,  they  do  not  present 
any  difficulty  to  the  stutterer.  Thirdly,  the  stutterer  can 
always  convey  his  thoughts  or  meanings  through  other 
media,  such  as  writing,  whispering,  or  sign-making.  It 
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is  only  when  he  comes  to  conveying  these  meanings 
through  vocal  utterance  that  the  stutterer  faces  difficulty. 
Finally,  the  most  seriously  neglected  item  in  this  symp¬ 
tomatology  is  the  stutterer’s  relation  to  his  auditors,  both 
past  and  present.  There  is  good  ground  for  holding  that 
if  there  were  no  auditors  there  would  be  no  stutterers. 
Since  the  time  of  Demosthenes  those  who  would  either 
help  or  exploit  stutterers  have  tampered  with  every  other 
item  of  his  experience  except  this  one.  Auditors  cannot, 
of  course,  be  put  out  of  the  way  in  order  to  relieve  stut¬ 
terers.  It  is  feasible,  however,  to  manipulate  the  stut¬ 
terer’s  audiences,  especially  his  school  audiences,  from 
whom  as  we  have  noted  he  suffers  such  damage,  so  as 
to  relieve  those  emotional  factors  which  at  the  outset 
we  noted  as  the  chief  factors  in  the  immediate  causa¬ 
tion  of  stuttering.  This  sort  of  therapeutic  procedure, 
since  it  is  getting  at  the  very  roots  of  the  remote 
causes,  is  psychologically  sound  and  should  be  put  into 
practice. 

“There  are  many  things,  vocal  as  well  as  manual, 
which  stutterers  can  do  with  success  and  satisfaction  in 
a  schoolroom.  It  seems  inhuman  and  just  a  bit  stupid  to 
insist  on  requiring  of  them  the  one  thing  which  they  can¬ 
not  do,  namely,  recite  before  a  teacher  and  a  class.  No 
outside  treatments  or  exercises  will  be  of  any  real  benefit 
so  long  as  these  exactions  continue.  We  are  taking  lib¬ 
erties  with  conventional  classroom  rituals  on  pedagogical 
grounds  these  days.  Why  may  we  not  do  so  on  other 
grounds? 

“Concerning  the  second  traditional  therapeutic  pro¬ 
cedure,  the  abandonment  of  which  is  here  recommended, 
namely,  that  of  ‘clinical  treatments,’  equally  cogent  ob- 
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jections  can  be  raised.  This  procedure,  in  the  opinion  of 
the  writer,  is  also  based  upon  certain  psychological  mis¬ 
conceptions  which  must  necessarily  vitiate  any  thera¬ 
peutic  program  into  which  they  may  he  incorporated. 
Such  ‘treatments’  are  of  many  forms,  varying  all  the 
way  from  the  zealously  professionalized  techniques  of 
psychoanalysis  to  ordinary  suggestions  and  friendly  ad¬ 
vice.  To  be  sure,  advice  may  be,  and  is,  extended  to 
parents,  and  to  teachers;  but  the  basic  implication  of  this 
procedure  is  that  something  can  be  done  to  the  ‘patient’ 
himself  which  will  restore  him  to  normality.  The  at¬ 
tempts  at  the  adjustment  of  pedagogical  and  parental  re¬ 
lationships  are  merely  adjuvant  features  of  the  ‘treat¬ 
ment’  program,  the  main  job  being  done  on  the  ‘patient’ 
himself. 

“The  characteristic  features  of  this  mode  of  treat¬ 
ment  are  obviously  affected  by  the  traditions  of  medical 
therapeutics,  according  to  which  it  is  not  necessary,  as  a 
rule,  to  look  into  a  patient’s  previous  social  situation  in 
order  to  locate  the  causes  of  his  trouble.  Least  of  all  is 
it  necessary,  in  the  case  of  an  ordinary  physical  disease, 
to  reconstruct  his  social  situation  as  a  step  prerequisite 
to  his  restitution  to  health.  A  physician  in  treating  a 
child  for  diseased  tonsils,  for  example,  has  all  that  he 
needs  to  know  before  his  eyes. 

“It  is  quite  another  matter  when  one  comes  to  deal 
with  a  case  of  personality  maladjustment,  such  as  we 
have  here  defined  stuttering  to  be.  The  causes  of  this 
difficulty  are,  by  almost  unanimous  consent,  to  be  lo¬ 
cated,  not  in  the  victim  himself  but  in  the  complexities  of 
the  social  environment  to  which  he  has  been  exposed.  To 
ignore  these  causes  in  planning  a  remedial  program  is, 
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therefore,  to  violate  an  ancient  maxim  of  therapeutics 
which,  expressed  in  homely  phraseology,  declares  that 
it  will  do  no  good  to  medicate  a  sore  foot  if  we  leave 
the  offending  tack  in  the  shoe.  That,  it  seems  to  the 
writer,  is  precisely  what  we  have  been  doing  for  the 
stutterer  to  date.  Not  until  we  see  the  necessity  of  getting 
the  tack  out  of  his  shoe,  metaphorically  speaking,  and 
learn  how  to  do  it,  can  we  begin  to  lay  out  a  sensible  pro¬ 
gram  for  the  stutterer’s  relief. 

“It  is  not  wholly  on  theoretical  grounds  that  a  radical 
change  in  therapeutic  procedures  is  here  recommended, 
although  these  seem  quite  sufficient  in  themselves.  To 
these  reasons  the  writer  is  able  to  add  the  results  of  a 
good  many  years  of  experimental  study  and  clinical 
practice,  during  which  the  methods  here  condemned 
were  tried  out  in  good  faith  but  with  disappointed 
hopes. 

“Space  is  not  available  for  giving  details  of  the  ap¬ 
proach  to  the  problem  here  advocated.  From  what  has 
been  said,  however,  the  salient  features  of  it  can  be  de¬ 
duced.  It  should  be  assumed  in  any  scientifically  con¬ 
structed  program  that  adverse  emotional  conditionings  or 
faulty  motor  habits  are  to  be  removed  in  precisely  the 
same  way  in  which  they  are  acquired,  namely,  by  reiter¬ 
ated  experiences  of  the  right  sort.  Only  a  therapeutic  en¬ 
vironment  can  undo  the  damage  in  a  child’s  life  which 
a  pathogenic  environment  has  done.  The  term  ‘educa¬ 
tional  rehabilitation’  should  supersede  in  our  thinking 
such  borrowed  terms  as  ‘treatment,’  or  ‘cure.’ 

“Since  the  school  years  are  the  critical  years  for  all 
stutterers,  this  discussion  is  narrowed  to  that  phase  of 
the  stutterer’s  life.  In  school  the  stutterer’s  entire  sched- 
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ule,  not  merely  his  speech  work,  should  be  controlled 
and  supervised  by  a  person  who  is  informed  concerning 
the  psychology  of  learning,  of  habit  formation,  and  of 
personality  development.  Mental  health  rather  than 
knowledge  of  subject-matter  should  be  the  chief  objective 
of  the  program.” 
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Mabel  Farrington  Gifford* 

San  Francisco ,  California 
THEORY 

According  to  Mrs.  Mabel  F.  Gifford,  Chief  of  the 
Bureau  of  Speech  Correction  of  the  State  of  California, 
stuttering  is  purely  psychological  in  origin — a  problem 
of  emotional  maladjustment  involving  the  total  person¬ 
ality.  The  conflicts  arising  from  emotional  maladjust¬ 
ments  are  expressed  through  the  speech  tract  in  spas¬ 
modic  disturbances.  These  symptoms  soon  become  fixed 
because  both  parents  and  child  believe  it  to  be  a  speech 
difficulty,  after  which  the  entire  attention  is  placed  upon 
the  symptom  with  little  understanding  of  the  causes  that 
are  producing  it. 

If  a  child  experiences  a  situation  in  which  he  is  sub¬ 
ject  to  an  emotional  shock — some  disease,  or  a  vivid 
unpleasant  experience  which  gives  rise  to  the  emotion  of 
fear  or  insecurity — in  some  instances  his  speech  is  dis¬ 
rupted  at  the  time,  through  his  effort  to  adjust  himself  to 
the  emotion.  Such  a  shock,  or  the  repetition  of  such  emo¬ 
tional  conflicts  resulting  in  speech  disharmony,  leads  the 
child  to  fear  speaking,  the  emotion  causing  tension  in  the 
speech  organs  which  is  likely  to  produce  the  defect 
again. 

A  contributing  factor  in  producing  stuttering  in  the 
excitable  child  is  poor  home  environment.  The  child  is 
sensitive  to  parental  maladjustment,  hysterical  tenden¬ 
cies  on  the  part  of  the  parents,  too  rigorous  disciplinary 
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measures,  or  family  quarrels  and  excitement.  If  these 
produce  emotional  conflicts  in  the  child  just  at  the  time 
when  he  is  passing  through  the  early  period  of  acquiring 
difficult  articulatory  co-ordinations,  stuttering  is  likely  to 
occur.  The  parents’  attitude  toward  speech  difficulties 
may  accentuate  their  importance  in  the  mind  of  the  child, 
resulting  in  abnormal  ideas  concerning  speech.  Emo¬ 
tional  memories  surrounding  the  difficulty  produce  a 
word-blockade  pattern  in  both  the  conscious  and  the 
unconscious  mind  of  the  stutterer.  The  blockade  pattern 
occupies  the  whole  attention  of  the  stutterer  when  the 
necessity  for  speech  comes.  The  conviction  that  he  can¬ 
not  speak  is  more  powerful  than  the  conviction  that  he 
can. 


THERAPY 

The  primary  aims  of  Mrs.  Gilford’s  speech  improve¬ 
ment  are  emotional  stabilization,  and  re-education  of 
idea  associations  toward  speech.  The  treatment  includes 
physical,  mental,  and  emotional  hygiene. 

After  a  physical  examination  of  the  stutterer,  the 
speech  clinician  takes  a  complete  case  history,  interviews 
parents  and  teachers,  and  attempts  to  establish  an  en¬ 
vironment  which  will  be  conducive  to  emotional  stabili¬ 
zation.  The  clinician  also  tries  to  correct  any  bad  com¬ 
plexes  the  stutterer  may  have. 

After  these  preliminary  steps,  the  complete  psycho¬ 
logical  rehabilitation  is  accomplished  by  the  following 
procedures:  First,  the  development  of  control  or  poise 
in  regard  to  nervousness,  fundamentally  built  on  relaxa¬ 
tion  and  confidence.  To  achieve  body  poise,  exercises 
for  conscious  control  are  given,  such  as  rising  on  the 
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toes  and  descending,  the  stutterer  meanwhile  suggesting 
to  himself  a  control  of  the  whole  body.  Second,  body 
stillness  exercises  follow,  such  as  standing  still,  without 
any  support,  over  increased  intervals;  with  these  exer¬ 
cises,  abstract  key  words  should  be  selected  for  thought, 
such  as  stillness,  calm,  strength.  Third,  mental  stillness 
is  practiced,  the  attention  is  focused  on  the  abstract  idea 
of  calmness  as  observed  in  nature  and  suggestive  state¬ 
ments,  such  as  “I  am  calm,”  are  used.  Fourth,  the  use 
of  the  sigh  release  expressed  through  a  completely  re¬ 
laxed  body,  followed  by  the  use  of  breathy  speech.  This 
breathy  tone,  half-whisper  and  half-voice,  is  encouraged 
because  ( a )  it  produces  a  relaxed  feeling  of  the  throat 
muscles,  ( b )  it  relaxes  and  releases  the  diaphragm,  (c) 
through  hearing  it  suggests  control  which  allays  the  stut¬ 
terer’s  fear  that  he  is  unable  to  speak,  and  ( d )  it  gives 
him  a  feeling  of  pouring  out  the  voice  in  a  way  which 
facilitates  relaxation  in  speaking.  The  breathy  tone  is 
practiced  on  vowels,  syllables,  words,  sentences,  and 
rhymes.  During  the  exercises,  there  is  silent  recall ,  dur¬ 
ing  which  the  stutterer  recalls  the  sound  of  what  he  has 
said  and  then  the  feeling  of  making  the  sound  (kines¬ 
thetic  learning).  Also  two  types  of  mouth  action  are 
used:  ( a )  the  loose  mouth  action,  which  is  one  of  speak¬ 
ing  with  the  jaw  relaxed,  mouth  open;  and  ( b )  the  pas¬ 
sive  mouth  action,  wherein  the  organs  of  articulation  are 
used  in  a  very  passive  manner.  This  step  is  to  counteract 
word  fear  and  blocking. 

Besides  endeavoring  to  develop  poise  for  control,  the 
teacher  gives  exercises  for  developing  power  for  posi¬ 
tiveness,  in  order  to  overcome  helplessness  and  inabil¬ 
ity  in  relation  to  speech.  Some  such  exercises  are  the 
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diaphragmatic  swelling  of  the  vowel  sounds,  using  the 
breathy  tone. 

The  next  step  is  that  of  word  association,  in  which 
key  words  relating  to  confidence  building  are  selected 
and  studied  until  absorbed. 

Visualization  is  another  procedure  used  in  treating 
the  stutterer.  In  such  a  constructive  use  of  imagination 
the  stutterer  pictures  himself  in  practical  life  situations 
in  which  he  has  had  speech  difficulty.  He  projects  him¬ 
self  into  a  mental  picture,  assumes  the  desired  emotion 
and  poise,  and  sees  himself  speaking  with  fluency.  He 
holds  this  mental  set  until  he  experiences  a  feeling  of 
satisfactory  triumph  over  past  fears.  This  is  followed 
by  experience  in  meeting  reality. 

From  the  old  speech-blockade  image  pattern,  the 
stutterer  is  trained  to  switch  to  the  fluency  image  pattern, 
which  is  composed  of  still  feeling,  body  relaxation, 
breathy  outpouring  of  speech,  passive  mouth  action,  and 
speaking  in  short  phrases  with  pauses  between  phrases. 

In  the  last  step,  one  of  complete  adjustment,  the  stut¬ 
terer  has  been  developed  to  the  point  of  poise,  confidence, 
and  control.  When  he  has  acquired  new  idea  associations 
toward  speech,  he  can  work  back  into  normal  speaking, 
because  the  fear  element  has  been  replaced  by  confi¬ 
dence. 
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James  S.  Greene,  M.I').* 

New  York  City 

THEORY 

Dr.  James  S.  Greene,  Medical  Director  of  the  Na¬ 
tional  Hospital  for  Speech  Disorders,  New  York  City, 
places  the  individual  who  demonstrates  stuttering  speech 
in  what  he  terms  the  “stutter-type  group.”  The  individu¬ 
als  in  this  group  are  characterized  by  a  basic  tendency 
toward  excitability  and  disorganization,  an  exaggerated 
capacity  for  response  to  stimuli,  and  a  relatively  high 
potentiality  for  the  spread  of  emotional  tension.  Their 
mental  and  physical  activities  are  continually  being  dis¬ 
turbed  or  inhibited  because  of  uncontrolled  reactions. 
This  disturbance  is  manifested  by  arrhythmia  or  hesi-  « 
tancy,  not  only  in  speech  but  in  many  other  forms  of 
psychomotor  activity.  The  stutterer’s  predisposition  to 
emotional  instability  and  psychomotor  disorganization 
appears  to  be  a  hereditary  trait,  since  more  than  seventy 
per  cent  of  Dr.  Greene’s  patients  show  a  family  history 
of  stuttering.  (When  other  forms  of  psychosomatic  dis¬ 
orders  in  the  family  history  are  included,  the  percentage 
is  considerably  higher.)  Although  the  exact  nature  of 
the  inherited  weakness  is  not  known,  Dr.  Greene  believes, 
basing  his  conclusion  on  multiple  evidences  of  vegetative 
imbalance  in  the  stutterer,  that  in  all  probability  it  is  an 
involvement  of  the  vegetative  nervous  system  and  that 
the  involvement  is  resident  in  the  hypothalamus. 

However,  the  individual’s  inherent  psychosomatic 
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deficiencies  would  not  in  themselves  cause  stuttering 
speech  without  some  active  precipitating  factor.  This 
factor  may  be  a  shock,  a  fall,  a  fright,  some  environ¬ 
mental  change,  or  simply  the  accumulated  impacts  of  a 
neurotic  home  environment.  The  question  naturally 
arises,  says  Dr.  Greene,  why  the  speech  apparatus  is 
more  seriously  affected  than  other  systems  of  the  body 
by  the  environmental  shock  or  strain.  He  believes  that 
an  explanation  is  suggested  by  the  significant  work  being 
carried  on  in  the  field  of  constitutional  medicine,  which 
has  shown  that  there  is  often  an  imbalance  in  the  various 
organic  systems  of  the  body  and  that  under  certain  con¬ 
ditions,  such  as  family  discord  or  emotional  shock,  the 
weaker  system  breaks  down.  It  is  possible  that  the  speech 
system  is  a  locus  minoris  resistentiae.  Dr.  Greene  does 
not  infer  the  presence  of  a  definite  pathology  but  states 
that  it  is  more  probable  that  the  speech  system  is  anoma¬ 
lous,  inasmuch  as  cure  of  stuttering  is  frequent  and,  in 
the  case  of  very  young  children,  can  often  be  brought 
about  merely  by  moderating  environmental  pressures. 
Cure  would  be  less  likely  in  the  presence  of  pathology. 
However,  Dr.  Greene  emphasizes,  “whether  or  not  we 
postulate  the  existence  of  some  local  anomaly,  our  re¬ 
search  and  clinical  observations  definitely  indicate  that 
the  primary  fault  lies  in  the  emotional  stream.” 

The  child  who  is  a  potential  stutterer,  says  Dr. 
Greene,  is  vaguely  aware  of  his  inherent  instability  and, 
when  he  is  continually  subjected  to  adverse  environ¬ 
mental  pressure  he  very  early  acquires  a  keen  sense  of 
inadequacy.  This  sense  of  inadequacy  is  intensified  by 
the  appearance  of  the  stuttering  symptom.  The  subse¬ 
quent  humiliations,  failures,  and  frustrations  eventually 


AMERICAN  AUTHORITIES 


47 


lead  to  the  development  of  an  anxiety  state  regarding 
speech  and  to  a  social  maladjustment  involving  the  total 
personality  of  the  individual.  Dr.  Greene  points  out  that 
the  stuttering  symptom  has  a  certain  adjustive  value  for 
the  individual,  since  it  enables  him  to  rationalize  his  lack 
of  accomplishment  by  attributing  to  his  speech  disorder 
many  failures  which  in  reality  arise  out  of  his  psycho¬ 
biologic  inferiority  and  his  severe  personality  maladjust¬ 
ment. 


THERAPY 

Viewing  stuttering  as  a  physical  manifestation  of  an 
emotional  disorder  based  on  a  psychobiologic  variation 
of  the  organism,  with  the  high  emotional  energy  of  the 
stutterer  directed  toward  a  fear  which  disintegrates  his 
entire  personality,  Dr.  Greene  has  arranged  his  treat¬ 
ment  in  the  form  of  a  composite  therapy  of  a  medical, 
social,  psychiatric,  and  re-educational  nature.  The  thera¬ 
peutic  goal  is  threefold :  to  make  the  organism  as  efficient 
as  possible  within  its  biologic  limitations;  to  overcome 
the  individual’s  specific  fears  and  anxieties;  and  to  de¬ 
velop  a  more  mature,  more  stable  personality  as  a  whole. 

When  the  stutterer  registers  at  the  National  Hospital 
for  Speech  Disorders,  a  record  is  made  of  his  speech,  his 
complete  history  is  taken,  and  he  is  given  a  general 
physical  examination  as  well  as  a  nose-and-throat  and 
a  careful  neurologic  examination.  (Certain  patients  are 
referred  to  the  research  laboratory  for  special  hemato¬ 
logical  and  biochemical  studies  and  for  electroencephalo¬ 
grams.) 

Following  these  examinations,  the  patient  is  ready 
for  treatment.  Eukinetics  and  rhythmics  are  introduced 
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to  counteract  his  basic  tendency  toward  arrhythmia  and 
to  increase  the  underlying  efficiency  of  the  organism.  Re¬ 
laxation  therapy  is  employed  to  teach  the  stutterer  to 
recognize  and  master  his  tension  states  and  anxiety  feel¬ 
ings.  On  the  psychologic  side,  group  psychiatry,  sup¬ 
plemented  by  individual  interviews,  is  introduced  to 
break  down  old,  unsound  emotional  reactions,  habit  pat¬ 
terns,  and  attitudes,  and  to  help  build  up  healthy,  con¬ 
structive  new  ones.  Since  most  of  the  stutterer’s  prob¬ 
lems  are  common  to  the  group  as  a  whole,  they  are  dis¬ 
cussed  openly  and  through  this  open  discussion  lose 
much  of  their  damaging  psychic  potency  and  distorted 
importance.  Dr.  Greene  refers  to  this  group  technique 
as  “open-door  psychiatry.”  During  the  treatment  an  ef¬ 
fort  is  made  to  have  the  patient  recognize  and  accept  his 
biologic  limitations  and  effect  a  harmonious  compromise 
between  them  and  the  demands  of  the  everyday  environ¬ 
ment. 

A  certain  amount  of  speech  re-education,  carried  out 
in  the  group  medium,  is  introduced  to  overcome  the  stut¬ 
terer’s  specific  fears  in  regard  to  speech  situations.  The 
environment  is  so  arranged  as  to  submit  the  individual 
to  gradually  increasing  pressures.  Thus  he  in  time  de¬ 
velops  stability  and  emotional  control  sufficient  to  enable 
him  to  face  the  everyday  situations  of  life  without  becom¬ 
ing  disorganized.  Treatment  proceeds  with  encourage¬ 
ment,  sympathetic  understanding,  and  a  slow,  easy  in¬ 
formality.  It  is  supplemented  by  social  activities  through 
the  medium  of  clubs,  group  singing,  dramatics,  and  pub¬ 
lic  speaking. 
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Edna  Hill  Young* 

Denver ,  Colorado 
THEORY 

Mrs.  Young,  now  associated  with  the  University  of 
Denver’s  Speech  Department,  believes  that  the  cause  of 
stuttering  can  be  attributed  in  many  children  to  a  con¬ 
flict  in  speech  patterns.  She  claims  not  that  this  is  the 
cause  of  all  stuttering  but  that  it  is  one  of  the  main  con¬ 
tributing  causes  and  that  those  doing  research  in  the  field 
of  speech  pathology  should  thoroughly  investigate  the 
stuttering  problem  with  this  hypothesis  in  mind. 

The  ways  in  which  the  struggle  for  speech  in  begin¬ 
ning  years  may  produce  stuttering  in  certain  children 
are  many,  some  of  which  may  be  stated  as  follows:  An 
infant  may  not  be  hearing  the  correct  sounds  and,  in  his 
endeavor  to  imitate  sound  stimuli,  may  be  moving  his 
speech  musculature  in  incorrect  associative  responses. 
When  the  child  begins  to  learn  correct  responses,  the  pre¬ 
vious  speech  patterns  persist,  and  there  is  a  conflict  be¬ 
tween  the  old  and  the  new  patterns  which  may  result  in 
stuttering.  Some  children  are  able  to  hear  the  differences 
between  sounds  but  are  not  able  to  reproduce  the  differ¬ 
ences.  For  example,  a  child  may  sound  “b”  correctly 
and  then  attempt  to  use  it  in  producing  the  initial  sound 
for  the  word  “man”;  the  result  may  in  time  become  a 
clonic  stuttering  block.  These  children  who  are  unable 
to  learn  to  speak  well  through  visual  and  auditory  stim¬ 
ulation  unconsciously  break  down  the  total  responsive- 
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ness  of  the  articulatory  mechanism  for  speaking  and 
overemphasize  the  importance  of  one  of  the  units.  This 
may  lead,  for  illustration,  to  a  fixation  of  attention  on 
the  breathing  mechanism.  The  consequences  of  such  a 
fixation  imply  that  the  physiological  function  of  breath¬ 
ing  which  rests  on  the  automatic  subcortical  level  of  re¬ 
sponse  is  now  raised  to  a  conscious  cortical  level  with 
both  levels  trying  to  function  at  the  same  time.  This  fixa¬ 
tion  and  conflict  may  hold  for  the  other  parts  of  the  ar¬ 
ticulatory  mechanism,  such  as  the  lips,  tongue,  and  jaw. 
In  any  case  the  muscular  conflict  which  ensues  disrupts 
the  unit  performance  of  the  whole  pattern  of  speaking 
and  the  rhythm  of  speech  is  broken. 

Not  infrequently,  mechanical  mistakes,  arising  from 
the  inability  of  the  child  to  adjust  to  certain  irregularities 
of  the  teeth,  lips,  or  jaw  action  or  from  changes  which 
occur  as  second  teeth  come,  produce  muscle  conflicts 
which  may  be  the  foundation  of  speech  defects.  Conflicts 
may  appear  when  the  infant’s  thoughts  demanding  ex¬ 
pression  are  ahead  of  the  means  of  expression.  The  in¬ 
fant  struggles  to  express  his  thoughts  and  cannot  do  so 
readily,  because  muscles  have  not  become  sufficiently  set 
in  the  learning  process  to  prepare  for  the  quick  use  of 
words  in  the  required  form.  Hesitancy  and  struggle  as  to 
which  set  of  muscles  will  dominate  the  other  become  es¬ 
tablished  patterns.  Such  a  child  may  begin  one  word  and, 
at  the  same  time,  feel  for  the  beginnings  of  the  sound 
of  another  word.  Children  whose  speech  mechanisms  are 
not  ready  for  fluent  speech,  because  of  previous  faulty 
learning  or  lack  of  learning,  may  start  to  express  them¬ 
selves  and  then  be  unable  to  move  on  through  the  sen¬ 
tence.  Consequently,  to  repeat  the  last  word  spoken  is 


AMERICAN  AUTHORITIES 


51 


one  easy  way  to  continue  speech;  “I-I-I”  becomes  ha¬ 
bitual  in  time.  Obviously,  moto-kinesthetic  direction, 
with  its  suggestion  as  to  correct  muscle  movements,  will 
tend  to  strengthen  and  make  dominant  the  correct  muscle 
patterns  so  that  the  old  infantile  speech  patterns  will 
gradually  be  superseded. 

In  order  to  minimize  these  early  struggles  for  speech 
it  becomes  necessary  to  train  the  speech  muscles  at  an 
early  period,  and  the  degree  to  which  this  is  accomplished 
will  determine  whether  a  child  will  have  correct  speech, 
delayed  speech,  or  inarticulate  speech,  will  become 
speechless,  or  will  stutter. 

THERAPY1 

The  method  to  be  applied  to  the  young  child  who 
stutters  is  the  moto-kinesthetic  method.  The  instructor’s 
hands  guide  the  muscles  of  the  speech  apparatus  into 
accurate  movements  for  the  production  of  correct  sound 
sequences.  This  method  has  not  been  devised  specifically 
for  the  stutterer,  but  it  is  an  adaptation  of  the  method  of 
teaching  the  child  to  talk.  When  a  child  is  from  one  to 
two  and  a  half  years  of  age,  he  is  at  the  most  favorable 
period  for  receiving  this  moto-kinesthetic  help.  The  use 
of  the  method  at  this  period  makes  possible  a  preventive 
program  for  any  type  of  speech  difficulty.  The  child 
who  receives  this  early  treatment  is  getting  a  concentra¬ 
tion  and  emphasis  on  the  usual  approaches  to  speech 
correction,  the  auditory  and  the  visual,  and  in  addition 
is  receiving  the  kinesthetic.  This  latter  treatment  is  of 
particular  importance  since  some  children  are  more  re- 

1  See  Sara  M.  Stinchfield  and  Edna  Hill  Young,  Children  with  De¬ 
layed  or  Defective  Speech  (Stanford  University  Press,  1938) . 
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sponsive  to  kinesthesis  than  others.  The  use  of  these 
combined  techniques  early  enough  tends  toward  the  es¬ 
tablishment  of  correct  muscle  patterns,  which  lessens  the 
possibility  of  conflict  for  cortical  control  by  removing  one 
of  the  conflicting  factors — the  incorrect  patterns  learned 
first.  Motivation  is  as  important  with  this  method  as  with 
any  other.  The  child  must  have  a  desire  to  speak.  Fur¬ 
ther,  the  child’s  health  and  emotional  stability  in  the 
home  are  given  careful  consideration. 

In  teaching  a  child  to  talk  or  in  teaching  a  young 
child  to  talk  better,  one  kinesthetically  teaches  the  place 
of  movement,  the  form  of  movement,  the  direction  of 
movement,  the  timing  of  movement,  with  stress  on  the 
importance  of  correctly-timed  release  and  the  degree  of 
pressure. 

In  training,  the  sound  sequence  is  repeated  a  number 
of  times  by  the  teacher  before  the  child.  The  teacher’s 
hands  direct  the  movement  of  the  child’s  speech  mecha¬ 
nism,  and  the  child’s  attention  is  called  to  a  concrete  ob¬ 
ject  whose  name  contains  the  desired  sound  sequence, 
this  latter  for  visual-associational  stimulation.  The  child 
consequently  learns  to  associate  the  seeing  of  the  method 
of  sound  production,  the  sight  of  what  the  sound  sequence 
stands  for,  and  the  feeling  of  producing  the  sounds.  The 
experiences  at  the  Hill- Young  School  have  culminated  in 
the  belief  that  those  who  understand  and  use  this  method 
of  speech  development  and  correction  do  not  make  a 
child  self-conscious  about  his  speech  but,  on  the  contrary, 
so  encourage  the  child  by  offering  him  an  avenue  for 
emotional  release  that  he  clamors  to  be  on  the  “talk 
table”  for  treatment. 

In  presenting  this  point  of  view  regarding  the  stut- 
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tering  problem  the  approach  has  been  fundamental  in 
making  it  possible  to  overcome  the  primary  stages  of 
stuttering. 

Although  this  discussion  method  has  been  directed 
toward  helping  the  young  child  with  speech  difficulties, 
one  should  point  out  that  the  adult  frequently  responds 
as  readily  as  the  child  to  this  moto-kinesthetic  technique. 
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Wendell  Johnson 

University  of  Iowa 
THEORY 

In  a  semantic  theory  of  stuttering,  emphasis  is  placed 
upon  the  self-reflexive  process  of  abstracting,  the  general 
mechanism  of  evaluation,  by  virtue  of  which  an  organism 
reacts  to  its  own  reactions.  The  various  aspects  of  this 
process  and  its  many  implications  for  a  general  theory 
of  behavior  cannot  be  discussed  in  the  short  space  of  this 
paper.1  Only  a  suggestive  outline  of  such  a  theory  as  it 
might  be  applied  to  the  specific  problem  of  stuttering 
will  here  be  attempted. 

A  beginning  may  be  made  by  recalling  the  well- 
known  fact  that  early  infant  “speech”  is  characterized  by 
a  basic  pattern  of  repetition.  The  infant  does  not  say 
“da,”  but  “da,  da,  da.”  This  repetitive  tendency  persists 
into  the  period  when  the  child  begins  to  speak  words  and 
sentences,  and  it  is  not  entirely  absent  from  the  speech  of 
the  mature  adult.  Davis2  found  that  the  average  amount 
of  repetition  in  the  free  play  speech  of  unselected  but 

1  The  pertinent  literature  is  extensive.  For  a  general  orientation  the 
reader  may  refer  to:  (1)  A.  Korzybski,  Science  and  Sanity,  an  Introduc¬ 
tion  to  N on- Aristotelian  Systems  and  General  Semantics  (Science  Press, 
Lancaster,  Pa.,  1933,  second  edition,  1941)  ;  (2)  W.  Johnson,  Language 
and  Speech  Hygiene,  General  Semantics  Monographs,  No.  1  (Institute  of 
General  Semantics,  Chicago,  1939,  second  edition,  1941)  ;  (3)  S.  I.  Haya- 
kawa,  Language  in  Action  (College  Typing  Co.,  Madison,  Wis.,  1939), 
revised  edition  (Book-of-the-Month  Club  selection),  Harcourt  Brace, 
1941;  (4)  Irving  J.  Lee,  Language  Habits  in  Human  Affairs  (Harper’s, 
1941). 

2  Dorothy  M.  Davis,  “The  Relation  of  Repetitions  in  the  Speech  of 
Young  Children  to  Certain  Measures  of  Language  Maturity  and  Situa¬ 
tional  Factors,  Part  I,”  Journal  of  Speech  Disorders,  IV  (1939),  303-18. 


AMERICAN  AUTHORITIES 


55 


mentally  average  or  superior  two-,  three-,  and  four-year- 
old  children,  exclusive  of  “vocal  play”  which  is  par¬ 
ticularly  repetitious,  was  (a)  syllable  repetition  in  4  out 
of  1,000  words,  ( b )  whole  word  repetition  in  14  out  of 
1,000  words,  (c)  24  phrase  repetitions  per  1,000  words, 
and  ( d )  a  total  which  can  be  represented  by  saying  that 
one  out  of  every  four  words  figured  in  one  or  another 
of  these  three  types  of  repetition.  It  is  in  relation  to  this 
particular  characteristic  of  early  normal  speech  that  the 
beginning  of  stuttering  in  any  given  child  must  be  evalu¬ 
ated. 

Bluemel3  and  Froeschels,4  particularly,  have  reported 
the  observation  that  stuttering  in  its  more  severe  forms 
is  preceded  in  the  great  majority  of  cases  by  what  Blue¬ 
mel  has  called  “primary  stuttering,”  which  has  been  de¬ 
scribed  by  these  writers  as  essentially  effortless,  “un¬ 
conscious,”  simple  repetition  of  syllables,  words,  and 
phrases.  Research  dealing  with  the  onset  and  early  de¬ 
velopment  of  stuttering5  in  which  the  writer  has  had  the 
collaboration  of  Drs.  Van  Riper,  Davis,  Scarbrough, 
and  several  other  workers,  has  yielded  findings  which 
agree  with  the  observation  of  Bluemel  and  Froschels 
cited  above.  Our  findings  extend  the  observation,  how¬ 
ever,  and  throw  light  on  the  relation  between  the  so- 
called  “primary  stuttering”  and  the  later,  more  compli¬ 
cated  stuttering  reactions. 

First  of  all  our  studies  indicate  that  what  has  been 

3  C.  S.  Bluemel,  “Primary  and  Secondary  Stuttering,”  Proceedings  of 
the  American  Speech  Correction  Association  (1932),  pp.  91-102. 

4  Emil  Froeschels,  “Beitrage  zur  Symptomatologie  des  Stotterns,” 
Monatschrift  fiir  Ohrenheilkunde  (1921),  p.  55. 

5  Wendell  Johnson,  et  al.,  “A  Study  of  the  Onset  and  Development  of 
Stuttering,”  Journal  of  Speech  Disorders,  VII  (1942),  251-57. 
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called  “primary  stuttering”  is  apparently  the  simple 
repetitiousness  which  Davis  found  to  be  normally  char¬ 
acteristic  of  the  speech  of  preschool-age  children.  This 
suggests  the  question,  often  asked,  as  to  whether  or  not 
all  children  stutter  at  some  stage  in  their  development. 
Such  a  question  suggests  the  old  poser  whether  or  not 
Niagara  roars  if  there  is  nobody  near  enough  to  hear  it. 
The  answers  given  to  such  questions,  of  course,  depend 
simply  upon  the  definitions  adopted.  Obviously,  if  we 
agree  that  the  Davis  repetitions  are  to  be  called  “stut¬ 
tering”  or  “primary  stuttering, ”all  children  “stutter” — 
and  so  do  all  adults  to  some  extent. 

The  crucial  point,  however,  is  exactly  that  the  Davis 
repetitions — and  various  other  types  of  hesitant  reac¬ 
tions  that  are  well  known  to  characterize  childhood 
speech — are  not  universally  diagnosed  as  stuttering  or 
even  as  “primary  stuttering”  by  parents,  teachers,  phy¬ 
sicians,  and  other  responsible  adults.  And  it  appears  to 
make  a  significant  difference  whether  or  not  they  are  so 
diagnosed  in  the  case  of  any  given  child — a  difference, 
that  is,  in  the  subsequent  speech  development  of  the 
child.  It  makes  a  difference  because  those  who  make 
such  a  diagnosis  (whether  or  not  they  use  the  specific 
word  “stuttering” — they  may  make  it  nonverbally,  in 
fact,  in  the  form  of  bodily  tensions)  react  self-reflexively 
to  their  own  act  of  making  the  diagnosis.  In  simple 
terms,  a  mother  is  different  from  what  she  was  before — 
in  her  evaluations  of  and  reactions  toward  her  child — 
after  she  has  diagnosed  him,  i.e.,  classified  him  as  a 
“stutterer,”  or  as  a  “defective,”  as  “having  something 
wrong  with  his  speech,”  etc.  Regarding  her  act  of  diag¬ 
nosis,  or  classification,  as  a  reaction  to  or  evaluation  of 
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the  child,  we  may  say  that  she  then  proceeds  to  react  to 
that  reaction,  to  evaluate  that  evaluation;  and  this  self¬ 
reflexive  process  can  go  on  indefinitely  as  a  series  of 
reactions  to  reactions  to  reactions,  etc.,  or  as  evaluations 
of  evaluations  of  evaluations,  etc. 

As  this  process  continues,  the  mother  responds  less 
and  less  to  the  actualities  of  the  child’s  behavior  and 
more  and  more  to  her  evaluations  of  it — on  higher 
and  higher  levels  of  abstraction — until  finally  she  may 
become  quite  disturbed  and  tense  and  seem  almost  in¬ 
capable  of  directly  observing  or  reporting  the  plain  facts 
regarding  her  child’s  speech.  The  overt  behavior  which 
this  involves  on  the  part  of  the  mother,  as  well  as  other 
members  of  the  family,  teachers,  relatives,  etc.,  consti¬ 
tutes  a  pronounced  change  in  the  child’s  semantic  en¬ 
vironment,  the  environment,  that  is,  of  evaluations,  atti¬ 
tudes,  policies,  standards,  verbalizations,  etc.  Corre¬ 
sponding  changes  in  the  child’s  own  behavior,  particu¬ 
larly  his  speech  behavior,  are  to  be  expected,  and  they 
usually  occur.  These  changes,  as  observed,  are  in  the 
direction  of  increased  speech  hesitancy  and  repetitious¬ 
ness.  And  as  the  child  adopts  or  interiorizes  the  evalua¬ 
tions  of  his  speech  and  of  himself  with  which  he  is  stim¬ 
ulated,  he  too  begins  to  evaluate  these  new  evaluations 
of  his  and  to  react  to  the  reactions  which  they  involve. 
Thus  the  same  self-reflexive  process  of  abstracting  gets 
under  way  in  the  child,  so  that  he,  too,  comes  to  react 
less  and  less  to  the  actualities  of  his  speech  and  of  his 
situation  generally,  and  more  and  more  to  his  evaluations 
of  these  actualities,  and  to  his  further,  more  abstracted, 
evaluations  of  these  evaluations,  etc.,  etc.,  until  he  too 
may  become  quite  tense  and  apprehensive  and  seem 
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relatively  disoriented  so  far  as  the  realities  involved  are 
concerned.  The  corresponding  overt  behavior  is  seen  as 
the  tense,  anxious  hesitancy  with  its  many  complica¬ 
tions  which  we  call  well-developed  stuttering. 

This,  then,  may  be  regarded  as  a  brief,  highly  ab¬ 
stracted  outline  of  a  semantic  theory  of  stuttering — a 
theory  which  implies  stuttering  to  be  a  semantogenic 
disorder  with  a  specific  diagnosogenic  basis.  That  is  to 
say,  it  implies  that  stuttering  is  a  disorder  in  which  self¬ 
reflexive  evaluative  or  semantic  reactions  play  a  deter¬ 
mining  role,  and  that  the  basic  evaluative  reaction  is 
that  which  involves  the  act  of  diagnosis.6 

Space  does  not  permit  discussion  of  the  many  ques¬ 
tions  that  may  be  readily  anticipated.  It  must  suffice  to 
say  that  these  statements  are  not  meant  to  imply  that  all 
children  speak  with  equal  fluency,  nor  that  various  bio¬ 
logical  and  environmental  influences  are  not  more  or 
less  conducive  to  nonfluency  (note  the  use  of  this  term 
instead  of  “stuttering”)  in  “normally  speaking”  chil¬ 
dren,  nor  that  all  children  react  equally  to  diagnosis  of 
“stuttering”  (they  do  not,  partly  because  all  parents  do 
not  react  equally  to  it,  and  partly  because  no  two  diag¬ 
noses  are  semantically  the  same),  nor  that  various 
neurophysiological  and  neurosemantic  factors  are  not 
related  to  the  self-reflexive  semantic  reactions  described 
above,  nor  that  any  previously  reported  valid  data  con¬ 
cerning  stuttering  are  to  be  discarded. 

The  theory  here  sketched  suggests  a  program  of 
prevention  as  well  as  a  remedial  approach  in  which 


6  The  terms  “semantogenic”  and  “diagnosogenic”  were  introduced 
and  are  discussed  in  more  detail  in  Johnson’s  Language  and  Speech  Hy¬ 
giene,  referred  to  in  footnote  1. 
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stutterers  and  their  parents,  teachers,  etc.,  are  to  receive 
training  aimed  at  the  development  of  a  thoroughgoing 
consciousness  of  the  abstracting  processes  sketched 
above.  Certain  basic  explanations,  a  system  of  guiding 
principles,  and  some  simple  techniques  are  available 
for  such  training.7  It  is  to  be  noted  that  the  theory 
strongly  implies  that  stuttering,  at  least  in  its  more 
serious  forms,  is  learned  behavior,  that  it  is  more  read¬ 
ily  learned  in  some  semantic  environments  than  in  others, 
and  that  for  the  learning  of  such  behavior  it  hardly  ap¬ 
pears  necessary  for  the  individual  to  possess  a  special 
type  of  organism  imbued  with  so-called  “predisposing 
factors.” 


THERAPY 

Treatment  will  be  quite  different  for  very  young 
“stutterers,”  of  course,  from  that  for  older  cases — or  for 
cases  in  whom  the  self-reflexive  character  of  the  disorder 
has  become  marked.  Perhaps  the  most  important  thera¬ 
peutic  consideration  so  far  as  very  young  children  are 
concerned  is  that  in  so  far  as  the  evaluative  reactions  of 
parents,  teachers,  etc.,  tend  to  create  for  the  child  a  se¬ 
mantic  environment  conducive  to  nonfluency  and  to 
anxiety  and  tensions  concerning  it,  those  evaluative  re¬ 
actions  are  to  be  recognized  in  detail  and  modified  or 
eliminated.  It  hardly  need  be  said  that  this  is  not  simply 
a  matter  of  telling  the  parents  that  the  child  “does  not 
stutter,”  or  that  they  are  to  “do  nothing  about  it.”  In¬ 
deed,  it  is  a  matter  of  instructing  them  to  do  a  great  deal 
about  it — to  make,  in  fact,  a  very  substantial  change  in 

7  A  concise  but  incomplete  statement  of  remedial  general  semantics 
is  contained  in  Language  and  Speech  Hygiene,  chapter  vii. 
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their  fundamental  orientations  as  to  the  child,  a  change 
that  seems  extraordinarily  difficult  for  many  parents. 
It  seems  quite  difficult  for  some  parents  to  understand — 
but  only  because  it  has  never  occurred  to  them — that  a 
rose  by  certain  other  names  tends  to  become  a  cactus  for 
the  simple  reason  that  it  comes  to  be  treated  as  if  it 
were  one. 

In  addition  to  this  re-evaluative  process,  it  is  in  many 
cases  important  to  modify  various  other  conditions  which 
tend  to  make  the  child  speak  nonfluently.  Too  much 
competition  from  older  children  and  adults  who  speak 
abundantly  when  he  wants  to  speak,  inadequate  respon¬ 
siveness  on  the  part  of  those  to  whom  the  child  tries  to 
communicate,  sheer  vocabulary  deficiency  in  some  in¬ 
stances,  inordinately  high  standards  to  be  lived  up  to 
generally  (with  regard  to  cleanliness,  toilet  habits,  table 
manners,  obedience,  etc.,  as  well  as  speech  fluency), 
overly  severe  discipline,  inconsistent  discipline — these 
and  many  other  conditions  tend  to  be  conducive  to  non¬ 
fluency;  and  since  nonfluency  may  be  negatively  evalu¬ 
ated  by  the  parents,  or  even  by  the  child  himself,  it  is 
well  to  keep  it  within  a  normal  range  by  modifying  the 
conditions  which  tend  to  make  for  excessive  degrees 
of  it. 

The  point  is  that  there  are  two  problems  to  be  con¬ 
sidered.  First,  nonfluency  as  such  is  to  be  kept  within 
a  statistically  normal  range;  and,  second,  evaluations 
made  of  the  child’s  nonfluency,  even  though  it  be  un¬ 
usual  nonfluency,  are  to  be  made  such  that  they  will  be 
conducive  to  “normal”  speech  development.  Etiologi- 
cally  there  are  two  basic  questions:  What  causes  non¬ 
fluency  (not  “stuttering”)?  And  what  causes  a  child  to 
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be  evaluated  as  a  stutterer?  These  two  questions  are 
not  necessarily  related.  The  first  question  is  not  at  all 
equivalent  to  “What  causes  stuttering?”  The  second  is 
substantially  equivalent  to  that.  Consequently,  the  treat¬ 
ment  of  nonfluency  is  not  the  same  as  the  treatment  of 
stuttering;  in  fact,  especially  as  it  is  carried  out  by 
many  parents  and  teachers,  it  tends  to  produce  stuttering. 

In  general,  from  a  semantic  point  of  view  treatment 
of  nonfluency  or  of  stuttering  in  a  young  child  lies  mainly 
in  modifications  of  conditions  external  to  the  child.  The 
nonfluency  is  to  be  regarded  as  a  response,  and  what  is 
to  be  modified  primarily  is  the  stimulus  value  which 
this  response  has  for  the  child’s  parents  and  other  asso¬ 
ciates.  The  treatment  is  successful  in  so  far  as  it  prevents 
the  nonfluency-as-response  from  becoming  for  the  child 
nonfluency-as-stimulus — i.e.,  in  so  far  as  it  keeps  the 
child  from  reacting  to  his  own  nonfluency  in  ways  that 
tend  to  increase  the  frequency  and  complexity  of  it. 

In  the  older  stutterer,  whose  nonfluency  has  come 
to  have  a  stimulus  value  for  him  such  that  it  prompts 
him  to  avoidant  reactions  which  tend  to  complicate  the 
nonfluency,  treatment  lies  not  in  modifications  of  con¬ 
ditions  external  to  the  stutterer  but  in  modifications  of 
the  stutterer’s  own  self-reflexive  evaluative  processes.  A 
great  number  of  specific  techniques  can  be  adapted  to 
this  purpose.  At  a  tremendous  risk  of  oversimplifica¬ 
tion  and  of  inviting  misinterpretation,  the  statement  can 
be  made  that  the  “ordinary”  adult  stutterer  needs,  in 
terms  of  the  present  point  of  view,  to  do  the  following: 

a)  To  recognize  thoroughly  the  demonstrable  extent  of 
his  ability  to  speak  “normally.”  (Speaking  when 
alone,  reading  in  chorus  with  others,  rhythmic  speak- 
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ing,  and  many  other  types  of  speech  experience  are 
useful  in  this  connection.  A  careful  study  of  re¬ 
search  literature  is  also  helpful.) 

b )  To  “streamline”  his  speech — i.e.,  cultivate  a  manner 
or  pattern  of  nonfluency  to  be  performed  consciously 
or  deliberately  and  to  involve  elimination  of  as  many 
tensions,  grimaces,  “associated  movements,”  “avoid¬ 
ances,”  etc.,  as  possible.  (Such  patterns  as  simple 
repetition — the  so-called  “bounce”  pattern — or 
sound  prolongation  can  be  employed  in  this  con¬ 
nection.  Any  “streamlining”  techniques  can  be  used 
provided  they  are  not  used  as  “avoidance”  reactions, 
since  if  they  are  so  used  they  tend  to  augment  rather 
than  eliminate  the  negative  stimulus  value  of  non¬ 
fluency.  ) 

c)  To  acquire  a  thoroughgoing  tolerance  for  the  non¬ 
fluency  he  has  performed  or  is,  at  any  given  moment, 
exhibiting,  in  order  not  to  project  anxieties  and  ten¬ 
sions  from  past  experiences  into  future  experiences. 

d)  To  develop  a  high  degree  of  consciousness  of  his 
own  self-reflexive  abstracting  process,  an  insight  into 
the  mechanisms  or  techniques  by  which  he  generates 
his  evaluative  reactions.  In  this  connection  he  needs 
a  considerable  amount  of  sheer  information  con¬ 
cerning  the  process  of  abstracting,  and  instruction  in 
the  use  of  certain  “extensional  devices”  (see  Lan¬ 
guage  and  Speech  Hygiene ,  chapter  vii).  The  culti¬ 
vation  of  descriptive  accuracy  in  verbalizing  (in¬ 
cluding  "thinking”)  about  his  speech,  his  stuttering, 
his  listeners,  etc.,  is  also  important  if  the  stutterer 
is  to  formulate  his  problem  in  such  a  way  as  to  make 
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clearly  apparent  the  possible  and  necessary  altera¬ 
tions  in  his  speech  behavior. 

Space  limitations  are  seriously  restrictive  in  this  dis¬ 
cussion,  and  the  foregoing  statements  concerning  the 
treatment  of  stuttering  are  presented  gingerly  and  with 
a  conviction  that  they  represent  only  inadequately  the 
scope  of  the  problem  and  the  point  of  view  from  which 
it  is  being  considered.  The  matter  is  extremely  com¬ 
plex;  no  two  stutterers  are  the  same,  and  any  attempt 
to  reduce  the  treatment  of  stuttering  to  a  few  rules  is 
most  unwise  unless  the  reader  agrees  to  evaluate  the 
statements  made  on  the  principle  that  if  he  can’t  get  any¬ 
thing  out  of  them  at  least  he  will  refrain  from  reading 
anything  into  them. 

In  brief,  a  semantic  theory  of  stuttering  requires  that 
a  distinction  be  made  between  nonfluency  and  “stutter¬ 
ing” — i.e.,  between  the  act  in  any  instance  and  the  re¬ 
actions  that  are  made  to  it  on  the  basis  of  the  evaluations 
made  of  it.  A  distinction  is  to  be  made  between  non¬ 
fluency  as  response  and  nonfluency  as  stimulus.  In  the 
case  of  the  young  child  the  stimulus  value  of  nonfluency 
— the  evaluations  made  of  it — are  to  be  found  mainly 
outside  the  child  in  those  adults  who  create  the  semantic 
environment  in  which  the  child  learns  to  speak  and  to 
speak  about  his  speech.  It  is  this  environment  and  those 
who  create  it,  rather  than  the  child  or  his  nonfluency 
per  se,  that  are  to  be  modified.  In  the  case  of  the  adult 
the  evaluations  of  the  nonfluency  are  to  be  found,  for 
practical  therapeutic  purposes,  mainly  within  the  stut¬ 
terer  himself,  and  the  treatment  is  to  be  directed  to  him 
primarily.  His  semantic  environment  is  too  large  and 
too  complex  to  be  dealt  with  readily;  and,  besides,  the 
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adult  stutterer  has  interiorized  it.  Nonfluency  as  a  re¬ 
sponse,  as  in  the  young  child,  varies  with  the  external 
stimuli  which  elicit  it.  Nonfluency  as  a  stimulus,  as  in 
the  adult  stutterer,  perpetuates  itself.  In  either  case  it 
is  primarily  the  stimulus  value  of  nonfluency  that  is  to 
be  modified.  For  the  child  the  modifications  must  occur 
in  the  persons  around  him;  for  the  adult  the  modifica¬ 
tions  must  occur  within  his  own  self-reflexive  evaluative 


processes. 
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Elmer  L.  Kenyon,  M.D.* 

Professor  Emeritus,  Rush  Medical  College 
THEORY1 

Speech  is  that  psychophysiologic  function  by  which 
thought  is  expressed  through  the  voluntary  cerebral  em¬ 
ployment  of  the  breathing  function  for  the  production 
of  speech  sounds.  The  articulative  acts  of  speech-sound 
production  are  the  only  acts  of  speech  not  directly  con¬ 
cerned  with  the  function  of  breathing.  Therefore  the 
vocal,  or  speech,  mechanism  is  the  breathing  mechanism 
adapted  to  speech-sound  production. 

The  key  to  the  nature  of  each  act  of  stammering 
lies  in  the  complete  stoppage  of  speech  while  attempt¬ 
ing  the  production  of  a  speech  sound,  namely,  the  act 
of  “blocking.”  Blocking  is  the  typical  completed  indi¬ 
vidual  act  of  stammering.  In  blocking  the  musculature 
of  the  vocal  mechanism  in  each  of  its  four  divisions  re¬ 
mains  in  a  state  of  voluntary  action  and  yet  with  the 
movements  of  each  division,  including  chest,  vocal  cords, 
articulative  and  palatal  organs,  completely  arrested  and 
the  passage  of  breath  stopped  at  the  larynx,  thus  render¬ 
ing  sound  production  impossible.  In  a  future  article  I 
shall  be  able  to  prove  that  the  activity  of  blocking  occurs 

*  Dr.  Kenyon  entitled  this  article,  “The  Etiology  of  Stammering; 
Fundamentally  a  Disordered  Habit  of  the  Cerebro-Chest-Vocal-Cord 
Neuromuscular  Mechanism  during  the  Attempt  to  Produce  an  Individual 
Speech  Sound.” 

1  Dr.  Kenyon  entitled  this  division  “Introductory,”  and  made  these 
further  divisions:  “Normal  Activities  of  the  Cerebro-Chest-Vocal-Cord 
Mechanism,”  “Onset  of  Stammering,”  “The  Evolution  of  Stammering,” 
“Psychophysiologic  Conception  of  Stammering,”  and  “A  New  Conception 
of  Treatment.” 
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only  when  the  vocal  cords  are  in  a  state  of  complete 
adduction. 

Primarily  stammering  is  a  disorder  in  the  cerebral 
control  of  the  vocal  cords  for  the  production  of  an  indi¬ 
vidual  speech  sound.  Desiring  to  produce  such  a  sound, 
the  stammerer  is  often  mysteriously  compelled  to  divert 
his  control  over  the  vocal  mechanism  to  a  different  pur¬ 
pose,  one  which  prevents  sound  production.  This  dis¬ 
ordered  diversion  of  control  over  the  vocal  mechanism 
constitutes  an  individual  act  of  stammering.  Whether 
the  normal  or  the  abnormal  cerebral  control  over  the 
vocal-cord  mechanism  for  the  production  of  an  indi¬ 
vidual  speech  sound  shall  in  a  particular  instance  pre¬ 
vail  constitutes  the  stammerer’s  fundamental  diffi¬ 
culty. 

The  first  few  years  of  speech — the  second,  third, 
fourth,  and  fifth  years  of  life — determine  the  onset  of 
stammering  in  most  cases.  Onset  occurs  also  but  with 
much  less  frequency  during  ages  six  and  seven  years, 
but  gradually  fades  out  in  frequency  until  at  about 
fourteen  years  of  age  onset  of  new  cases  has  almost 
ceased.  The  initiation  of  stammering,  then,  is  defi¬ 
nitely  related  to  the  developmental  period  of  the  speech 
function.  The  attainment  of  practical  maturity  in  the 
habit  production  of  normal  speech  sounds  serves,  with 
only  very  occasional  exceptions,  to  prevent  the  onset  of 
stammering. 

Stammering  is  not  a  disorder  peculiar  to  the  psycho- 
physiologically  abnormal  child,  as  has  been  maintained. 

The  peculiarities  both  of  the  speech  and  of  the  be¬ 
havior  of  stammerers  hold  to  certain  types  of  abnor¬ 
mality,  and  therefore  must  be  dependent  on  the  same 
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manner  of  origin  of  the  stammering  and  of  its  effects  on 
the  social  behavior  of  different  individuals. 

“Blocking,”  as  I  have  said,  constitutes  the  key  to 
the  understanding  of  the  individual  act  of  stammering. 
The  explanation  of  “blocking”  lies  in  our  understand¬ 
ing  of  the  animal  functions  of  the  cerebro-chest-laryngeal 
mechanism  of  breathing  in  their  relation  to  the  develop¬ 
ment  of  voice  production  for  speech  sounds.  The  de¬ 
velopment  of  voice  production  is  necessarily  founded 
on  the  fundamental  animal  functions  of  the  chest— vocal- 
cord  activities  of  the  breathing  function.  The  primary 
animal  functions  of  vocal-cord  action  are  ( 1 )  abduction, 
and  (2)  adduction.  The  cerebro-chest-laryngeal  mech¬ 
anism  of  vocal-cord  action  provides  that  the  two  vocal 
cords  shall  move  simultaneously.  In  the  act  of  abduc¬ 
tion  each  vocal  cord  moves  outward  from  a  median  posi¬ 
tion;  in  the  act  of  adduction  each  vocal  cord  moves  from 
the  open  position  to  that  of  complete  closure.  These  ani¬ 
mal  functions  are  capable  of  voluntary  as  well  as  in¬ 
voluntary  action.  From  the  animal  standpoint  one  use  of 
them  is  to  keep  the  air  passages  clear  of  foreign  bodies 
throughout  the  production  of  a  cough. 

Abduction  of  the  vocal  cords  constitutes  their  natural 
animal  action  for  breathing.  The  mental  imagery  re¬ 
quired  for  the  voluntary  production  of  abduction  is  the 
thought  of  breathing.  Adduction  of  the  vocal  cords  con¬ 
stitutes  their  natural  action  for  the  prevention  of  breath¬ 
ing.  The  mental  imagery  required  for  their  voluntary 
control  for  adduction  is  the  thought  of  chest  action  with 
complete  arrest  of  the  passage  of  the  air  at  the  larynx; 
through  the  effect  of  this  thought  purpose  on  the  volun¬ 
tary  psychologic  control  over  the  underlying  cerebral 
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mechanism  of  laryngeal  action  the  vocal  cords  are  caused 
to  adduct  completely. 

The  voluntary  capability  of  control  of  these  primary 
acts  of  abduction  and  adduction  is  born  with  the  child, 
and  therefore  these  acts  are  competent  long  before  the 
child  has  acquired  the  capability  of  vocal-cord  control 
for  the  production  of  speech  sounds. 

The  production  of  sound  at  the  vocal  cords,  the  sec¬ 
ondary  function  of  the  chest— vocal-cord  mechanism,  is 
brought  about  by  the  voluntary  simultaneously  opposed 
action  of  the  activities  of  abduction  and  adduction,  in 
such  a  manner  that  the  vocal  cords  shall  be  held  steadilv 
and  easily  in  positions  of  near-approximation  which  per¬ 
mit  of  their  vibration  by  the  impact  of  breathed  air. 

The  infant  acquires  control  over  the  chest— vocal- 
cord  mechanism  for  the  production  of  each  normal 
speech  sound  and  at  the  same  time  acquires  the  articu- 
lative  position  for  that  sound.  Through  repetition  the 
acts  of  speech-sound  production,  combining  chest-laryn¬ 
geal  articulative  and  palatal  action,  gradually  become 
habits,  as  also  do  many  of  their  combinations,  including 
much-repeated  short  words.  Speech  is  thus  developed. 

In  spite  of  the  fact  that  nearly  all  normally  minded, 
healthy  young  children  acquire  speech  without  mishap 
in  the  natural  manner,  the  danger  of  a  misstep  leading  to 
stammering  always  exists  during  the  speech  develop¬ 
ment  period  of  any  child.  The  animal  functions  of  the 
vocal  cords,  abduction  and  adduction,  are  always  pres¬ 
ent,  and  each  is  subject  to  voluntary  production  by  the 
child.  Mere  childish  confusion  may  lead  to  the  acciden¬ 
tal  production  of  vocal-cord  adduction.  If  the  child  be¬ 
comes  interested  in  this  accidental  experience,  he  may 
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continue  its  repetition  until  it  is  difficult  to  break  away 
from  its  production.  This  accident  may  be  initiated  un¬ 
associated  with  production  of  speech.  The  natural  dan¬ 
ger  on  the  part  of  the  child  with  respect  to  the  accidental 
production  of  vocal-cord  adduction  during  the  acquire¬ 
ment  of  speech  is  undoubtedly  augmented  especially  by 
emotional  excitement.  The  concentration  of  the  child’s 
mind  on  the  production  of  speech  then  tends  to  become 
diverted,  and  the  visualization  of  vocal-cord  adduction 
is  therefore  a  not  unnatural  consequence.  By  disturbing 
mental  clearness,  illness  may  have  somewhat  the  same 
effect.  Quickness  of  thought  and  of  movement  may  play 
its  part,  as  may  also  certain  forms  of  “neuroticism.” 
The  details  of  this  susceptibility  still  remain  to  be  com¬ 
pletely  studied.  The  lack  of  subjective  knowledge  of  the 
existence  of  the  vocal  cords  apparently  plays  a  part  in 
encouraging  and  establishing  the  act  of  vocal-cord  ad¬ 
duction  in  place  of  the  normal  speech-sound  production. 
And  one  should  bear  in  mind  that  this  mistaken  effort 
occurs  before  the  habit  of  normal  speech-sound  produc¬ 
tion  has  become  finally  established  and  therefore  when 
mental  concentration  for  the  production  of  the  normal  act 
is  required  and  may  for  the  moment  be  absent.  More¬ 
over,  the  thought  to  be  expressed  by  the  child  as  well  as 
the  social  circumstances  at  a  particular  moment  of  speech 
may  disturb  mental  concentration  on  sound  production. 

At  any  rate  the  provable  fact  is  that  certain  children 
do  fall  into  this  natural  animal  “trap,”  by  which  they 
substitute  vocal-cord  adduction  for  normal  speech-sound 
production.  Some  of  them  voluntarily  discontinue  the 
abnormal  act.  If  the  production  of  adduction  of  the  vocal 
cords  is  continued,  the  same  tendency  to  habit  produc- 
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tion  as  attends  normal  speech-sound  production  takes 
effect  and  stammering  gradually  becomes  a  habit. 

Then  we  have  a  situation  in  which  either  of  two  acts 
for  the  production  of  a  speech  sound,  one  normal  for 
sound  production,  the  other  abnormal  for  the  preven¬ 
tion  of  breathing  and  incidentally  for  the  production  of 
sound,  may  occur.  In  a  particular  instance  of  attempted 
speech,  which  of  these  activities  shall  occur  depends  on 
the  direction  of  the  child’s  visualization  processes  at  the 
moment. 

When  vocal-cord  adduction  is  mistakenly  produced, 
since  the  purpose  of  the  child  at  the  moment  is  to  create 
a  normal  speech  sound,  the  articulative  position  for  that 
sound  is  also  regularly  produced. 

During  the  early  years  of  stammering  the  child  is 
troubled  by  his  disordered  speech  only  mildly  if  at  all. 
But  as  the  capability  of  subjective  understanding  de¬ 
velops,  this  childishly  indifferent  attitude  changes.  The 
time  always  comes  when  the  growing  maturity  of  the 
stammering  child  enables  him  to  appreciate  the  intrinsic 
importance  of  such  a  serious  disorder  of  speech,  as  well 
as  the  significance  of  the  criticism  of  his  fellows,  young 
and  old — the  staring,  the  smiles,  the  imitations,  the 
whisperings,  and  the  still  more  subtle  critical  acts  which 
are  more  or  less  continually  before  him.  Sensitiveness 
and  self-consciousness  as  to  his  disordered  speech  in¬ 
evitably  develop. 

In  some  cases  the  “fear”  of  stammering  has  become 
definitely  established  at  as  early  as  thirteen  years  of 
age.  At  fourteen  or  fifteen  years  all  stammerers  have 
probably  become  seriously  alarmed  with  respect  to  the 
importance  of  their  speech  disorder.  Psychologic  com- 
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plications  then  inevitably  arise — emotion,  sensitiveness, 
self-consciousness,  inferiority  feelings,  social  timidity, 
fear  of  talking,  evasion  of  social  contacts. 

The  more  mature  stammerer  dreads  producing  ab¬ 
normal  speech.  He  continually  strives  to  talk  normally; 
but  his  disturbed  mind,  especially  his  accompanying 
emotion,  self-consciousness,  and  fear  of  stammering,  lead 
inevitably,  more  or  less  frequently,  to  the  visualization  of 
stammering,  and  then  stammer  he  must.  Thus  is  de¬ 
veloped  a  serious  psychophysiologic  conflict.  His  desire 
to  produce  a  normal  speech  sound  is  apt  to  be  thwarted 
by  his  at  the  moment  more  vivid  visualization  of  the 
mental  imagery  of  stammering.  Thus  a  seesaw  effort 
between  self-control  for  normal  speech  and  the  strong 
habit  tendency  to  stammer  results.  Momentarily  cere¬ 
bral  control  over  the  chest-laryngeal  articulative  act  for 
a  normal  speech  sound  is  in  the  ascendancy  but  may  be  at 
once  replaced  by  the  dominance  of  the  mental  imagery 
of  vocal-cord  adduction,  or  stammering.  This  duplex 
action,  dependent  on  the  success  and  then  failure  of  the 
effort  to  hold  the  mind  to  normal  control  for  speech- 
sound  production,  may  be  repeated  an  indefinite  number 
of  times,  usually  with  an  opposing  muscular  struggle. 
In  this  psychophysiologic  conflict  of  the  stammerer,  typi¬ 
cal  complete  blocking  is  usually  shortened  by  the  partial 
regaining  of  self-control  over  the  normal  act  of  speech 
production. 

Space  for  the  presentation  of  other  complications  is 
wanting  in  this  essay.  Behavioristic  peculiarities  of  the 
stammerer  are  the  inevitable  consequence  of  his  dis¬ 
turbed  state  of  mind,  and  are  measured  by  the  degree 
of  his  emotion  and  his  fear  of  stammering  coupled  with 
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the  intensity  and  the  frequency  of  his  speech  disorder. 
The  stammerer’s  intelligence  with  respect  to  self-control 
is  all-important  in  determining  the  development  of  the 
speech  disorder  and  of  behavioristic  attitudes. 

With  time  and  experience,  emotion  and  fear  of  stam¬ 
mering  diminish,  self-control  improves,  and  the  later 
years  of  life  consequently  are  attended  with  diminished 
severity  and  frequency  of  the  disorder. 

THERAPY 

By  a  new,  carefully  conceived  method  of  treatment, 
based  on  the  conception  herein  presented  that  each  act 
of  stammering  represents  a  habit  of  wrong  vocal-cord 
action  in  producing  an  individual  speech  sound,  the 
conception  of  etiology  presented  above  has  been  re¬ 
markably  substantiated.  In  treating  stammering  under 
the  new  method,  during  more  than  six  years  past,  I  have 
not  failed  to  bring  about  complete  and  permanent  re¬ 
covery  in  all  cases  aged  from  eight  to  twelve  years.  The 
aim  of  the  treatment  has  been  to  help  to  keep  the  stam¬ 
merer’s  mind  continually  on  the  production  of  controlled 
normal  speech.  After  a  period  of  several  months  of 
holding  closely  to  the  production  of  normal  controlled 
speech,  the  act  of  stammering  ceases,  seeming  gradually 
to  have  been  forgotten.  The  ages  of  eight  to  twelve  years 
represent  a  period  in  the  stammerer’s  life  when  (1)  he 
has  not  yet  realized  fully  the  importance  of  his  speech 
disorder;  (2)  when  psychologic  complications  have 
not  yet  become  dominant;  and  yet  (3)  when  the  maturity 
of  intelligence  is  sufficient  for  the  apprehension  of  the 
method  of  treatment  required. 

Commenting  on  this  success  in  treatment  I  would  say 
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(1)  that  it  represents  the  first  attainment  of  regularity 
of  success  in  treatment  at  any  age  and  (2)  that,  if  stam¬ 
mering  can  be  regularly  eradicated  at  ages  eight  to 
twelve  years,  stammering  after  age  thirteen  can  be  abol¬ 
ished  completely. 

The  results  of  treatment  by  the  new  psychophysi- 
ologic  method  after  age  thirteen  or  fourteen  is  entirely 
different.  Regularity  of  complete  eradication  of  the  dis¬ 
order  has  ceased.  Owing  to  psychologic  complications 
one  cannot  now  succeed  in  holding  the  stammerer’s  mind 
continually  upon  normal  controlled  speech.  However, 
one  can  still  accomplish  very  much  more,  both  as  to  re¬ 
covery  and  as  to  improvement,  than  by  any  other  method 
known  to  me. 

The  regularity  of  success  in  treatment  at  “the  favor¬ 
able  age  period,”  eight  to  twelve  years,  serves,  I  think, 
of  itself  virtually  to  prove  the  correctness  of  the  con¬ 
ception  of  etiology  here  presented. 
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Yale  Nathanson 

Philadelphia  Psychiatric  Hospital;  Department  of  Otology  and 
Speech ,  Medical  School,  Temple  University 

THEORY 

A  complete  cure  of  stuttering  without  evidence  of 
the  former  defect — slight  hesitancy,  obviously  learned 
pattern,  or  other  superimposed  device — is  a  rarity.  The 
exception  is  the  adult  with  perfectly  smooth  speech  who 
insists  that  as  a  child  he  stuttered  but  that  the  defect 
disappeared  without  the  employment  of  any  corrective 
measures. 

These  facts  contribute  to  a  basic  concept  of  stutter¬ 
ing.  By  definition,  stuttering  is  an  interruption  or  hesi¬ 
tation  in  speech.  This  definition  lacks  completeness,  for 
the  manifestations  of  stuttering  are  of  wide  variety,  from 
the  clonus  of  the  peripheral  organs  of  speech  through  a 
tetanic-like  seizure  of  the  pharynx  or  breathing  mech¬ 
anism  to  observable  repetition  in  written  material. 

An  appreciation  of  the  disruption  in  process  and 
specific  deviations  can  be  established  only  in  terms  of 
normal  speech.  This  normal  process  represents  the  inte¬ 
gration  of  a  great  and  involved  number  of  elements.  The 
first  requisite  is  ideational  content,  an  accepted  “pool” 
from  which  the  spoken  word  is  drawn.  This  volitional 
aspect  may  be  obscured  as  in  the  case  of  one  asleep,  the 
drugged,  or  the  insane — “not  less  a  musician,”  but 
only  one  with  whom  “the  instrument  on  which  he  plays 
is  a  little  out  of  tune.” 

The  idea  or  image  represents  a  cortical  process;  the 
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actual  neuromuscular  display  of  speech  need  not  be 
that.  It  is  conceivable  that  the  speech  mechanism  once 
set  off  can  function  at  a  subcortical  level.  The  acquisition 
of  speech  begins  with  the  free  or  voiced  column  of  air 
(laryngeal  modification)  affected  by  lips,  tongue, 
pharynx,  and,  subsequently,  teeth.  A  “backstroke  of 
consciousness”  utilizing  auditory  perception,  imitatory 
factors,  and,  finally,  overlearning  by  emphasis  fixes  the 
beginnings  of  syllables  and  words.  Physiologically  must 
be  included  the  all-important  breathing  process.  How¬ 
ever,  all  of  the  isolated  processes — shaping  of  the  lips, 
movement  of  the  tongue,  changed  position  of  vocal  cords, 
elevation  of  soft  palate,  contraction  of  pharynx,  dia¬ 
phragmatic  and  intercostal  excursions — are  operative 
independent  of  speech.  Theoretically  a  lesion  on  Broca’s 
area  producing  aphonia  should  not,  for  instance,  prevent 
a  pursing  of  the  lips,  which  function  could  well  be  taken 
over  by  the  pre-Rolandic  convolution. 

The  theorem  for  proof  requires  a  non-Euclidian 
axiom,  for  the  speech  process  is  greater  than  the  sum  of 
its  parts.  In  the  equation  is  an  X  factor  or  “prime  con¬ 
trol”  which  synchronizes  into  complete  harmony  these 
discrete  processes.  This  prime  control  is  probably  not  a 
cortical  area  capable  of  specific  localization  unless  the 
co-ordination,  as  in  other  physical  display,  is  resident 
in  the  angular  gyrus.  Speech  is  a  function  representing 
more  generalized  cerebration,  phylogenetically  most 
recent,  ontogenetically  most  advanced.  Its  exercise  sum¬ 
mons  the  finest  cortical  excitation,  and  in  consequence 
it  is  likewise  subject  by  minor  damage  to  interference. 
This  is  in  marked  contrast  to  more  primal  development 
— a  man  knocked  unconscious  continues  to  breathe;  a 
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fear  which  roots  one  to  the  spot,  speechless,  as  a  matter 
of  fact  often  accelerates  the  heart  beat;  intestinal  peri¬ 
stalsis  proceeds  even  under  great  duress.  Thus  it  is  that 
intricate  speech  patterns,  though  acceptably  set,  reflect 
in  their  display  any  of  a  number  of  damaging  factors. 
These  factors  may  well  account  for  the  wide  range  of 
independent  theories  as  to  the  etiology  of  stuttering,  the 
theories,  however,  being  valid  only  in  applicable  situa¬ 
tions.  The  generalized  disturbance  which  interferes  with 
the  prime  control  of  speech  may  well  be  changed-hand- 
edness  or,  rather,  the  conflict  of  the  cortical  hemispheres; 
it  may  well  be  fear,  “an  inhibition  which  occurs  before 
the  speech  reflex  is  securely  established,”  or  “social 
consciousness,”  “neuroticism,”  “emotional  shock,” 
“anxiety,”  “unconscious  emotional  complexes,”  “weak¬ 
ened  visual  images,”  “metabolic  disturbances,”  “bio¬ 
chemical  imbalance” — in  fact  there  is  as  endless  a 
number  of  specific  causes  as  there  are  cases  in  which 
“the  cortex  ....  is  interfered  with  in  ...  .  exerting 
control  over  the  organs  used  in  speech.” 

Proof  (negative)  that  these  pernicious  influences  are 
not  always  at  work  is  found  in  the  simple  observation  that 
the  stutterer  does  not  always  stutter,  just  as  intentional 
tremors  give  way  to  steady  parts  or  a  marked  palsy 
lessens  at  moments. 

Proof  (positive)  is  established  by  the  employment  of 
simple  devices:  singing  the  expression,  accompanying 
speech  by  a  regular  movement  of  arm  or  leg,  syllabifica¬ 
tion  of  words  to  the  metronome,  choral  participation,  or 
a  gentle  tapping  of  the  stutterer  all  produce  acceptable 
speech  because  functioning  of  the  prime  control  in  estab¬ 
lishing  rhythmic,  co-ordinated  speech  by  relatively  per- 


AMERICAN  AUTHORITIES  77 

feet  synchronization  of  all  parts  is  usurped  by  an  extra¬ 
neous  device. 

Diagnosis  of  stuttering  and  selection  of  therapeutic 
measures  must  follow  a  philosophical  approach  and  be 
in  accord  with  a  scientific  method  based  upon  these  facts 
and  observations.  The  prime  control  of  speech  is  prob¬ 
ably  intimately  associated  with  control  of  other  neuro¬ 
muscular  functions  of  a  high  order,  and  somewhere  in 
the  chain  of  the  speech  process  is  a  minoris  locus  resis- 
tentiae  which  must  be  built  up  to  cope  with  what  for  that 
particular  individual  is  undue  stress.  Hence  a  study  of 
the  stutterer  must  include  neurologic,  psychiatric,  gen¬ 
eral  medical,  sociologic,  and  psychological  investigation. 
These  specialties  having  cured,  rehabilitated,  or  restored 
the  individual  to  general  normal  output,  the  relief  from 
stuttering  can  follow  only  after  systematic  speech  cor¬ 
rection  has  been  employed,  since  in  pathological  and  non - 
pathological  cases  the  removal  of  the  immediate  cause  of 
the  speech  defect  does  not  mean  of  itself  rehabilitation 
of  the  process.  The  speech  therapist,  because  of  constant 
contact  with  the  stutterer,  should,  in  addition  to  the 
speech  training,  whenever  feasible,  carry  out  under 
direction  and  guidance  of  the  specialties  above  that  part 
of  the  general  therapy  which  does  not  require  too  great 
technical  skill. 

It  is  not  difficult  to  account  for  the  many  systems 
of  speech  correction  each  claiming  “cures.”  These  claims 
are  honest  statements.  However,  it  is  not  the  speech 
correction  alone  the  workers  have  employed  which  has 
affected  “cure,”  but  the  other  aspects  of  the  case  which 
they  have  either  incidentally  or  deliberately,  consciously 
or  accidentally  modified. 
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THERAPY 

The  actual  method  for  speech  correction  must  be 
practicable.  The  ideal  situation  would  be  to  begin  speech 
over  again  and  introduce  the  developmental  stages  as  if 
it  were  a  process  de  novo.  This  is  the  ideal.  The  most 
suitable  substitute,  however,  is  the  more  practicable 
method  of  introducing  these  developmental  stages  by 
progressive  allocation  of  sounds. 

Normal  speech,  physiologically,  is  based  upon  three 
processes:  first,  correct  breathing  and  the  proper  utiliza¬ 
tion  of  breath;  second,  correct  kinesthetic  or  muscular 
imagery  involved  in  speech  (oratans) ;  third,  a  combina¬ 
tion  of  these  two  processes.  Stuttering  is  due  in  nearly 
equal  measure  to  faulty  breathing  and  to  poorly  defined, 
unprecise  oratans.  It  is  as  if  in  these  two  processes  there 
occurs  a  partial  diffusion  or  dissipation  of  neural  ex¬ 
citation.  Spasms  of  the  peripheral  organs  of  speech  are 
readily  observed.  Not  so  obvious  are  similar  spasms 
which  occur  in  the  larynx  or  throat  or  in  the  intercostal 
and  diaphragmatic  muscles.  This  latter  may  be  de¬ 
termined  quantitatively  and  qualitatively  by  breathing 
curves,  fluoroscopic  examination,  and  palpation.  There 
are  two  types  of  breathing  which  are  exceedingly  im¬ 
portant.  The  first  is  the  type  in  which  the  diaphragm 
and  the  intercostal  muscles  work  out  of  phase.  The 
muscles  of  the  diaphragm,  instead  of  arching  while  the 
chest  constricts  to  expel  the  air  and  instead  of  reversing 
the  process  during  inhalation,  do  not  work  together  to 
effect  this  aspect  of  breathing.  The  second  is  the  type  of 
shallow  or  sub-breather  who  does  not  furnish  himself 
with  the  necessary  amount  of  disposable  breath  (tidal 
air).  It  is  possible  to  explain  the  shallow  or  sub-breather 
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statistically.  A  survey  of  several  thousand  cases  shows 
that  a  great  number  of  stutterers  during  early  childhood 
suffered  diseases  affecting  respiratory  mechanisms. 
These  are  diphtheria,  pneumonia,  whooping  cough, 
pleurisy — diseases  in  which  the  child,  seeking  relief 
from  discomfort,  established  a  pattern  of  shallow  breath¬ 
ing.  Both  these  types  of  phenomena  demonstrate  them¬ 
selves  in  the  stutterer  by  peculiar  gaspings  with  peri¬ 
odic  compensatory  deep  breaths.  Fortunately  the  breath¬ 
ing  process  is  semivolitional  and  therefore  amenable  to 
training.  This  makes  possible  the  re-establishment  of 
correct  breathing  habits. 

The  next  step  in  the  developmental  therapeusis  is 
to  introduce  sounds  (oratans)  progressively.  This 
method  emerged  primarily  from  the  author’s  extensive 
teaching  and  clinical  experience.  Facility  of  expression 
and  pedagogical  methods  superimposed  on  anatomical 
correlatives  took  form  in  the  “curve  of  articulation,” 
the  basis  of  a  classification  into  eight  groups. 

The  first  group  (I)  is  comprised  of  t-d-n,  involving 
the  use  of  the  tongue  against  the  upper  teeth.  The  p-b-m 
group  (II)  is  made  by  the  movement  (compression)  of 
the  lips,  while  the  f-v  group  (III)  is  formed  by  the  upper 
teeth  in  contact  with  the  lower  lip. 

The  s-z-th  group  (IV)  begins  a  new  series  of  articu¬ 
latory  functions,  the  proximation  of  the  teeth.  The 
sh-j-ch  group  (V)  is  a  furtherance  of  this  action  by  the 
closure  of  the  jaws. 

The  k-g  group  (VI),  utilizing  the  posterior  arching 
of  the  tongue,  and  the  l-r  group  (VII),  utilizing  the  an¬ 
terior  position  of  the  tongue,  come  next.  The  aspirate  or 
h  group  (VIII)  is  indicated  on  the  basis  of  the  origin  of 
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the  sound.  In  a  sense,  the  curve  of  articulation  seems  like 
a  purely  schematic  and  “conceptual”  presentation.  It  is 
conceptual  and  schematic  in  one  sense  but  lends  itself  to 
a  satisfactory  explanation  in  terms  of  anatomical  cor¬ 
relatives,  which  proved  valid  statistically  as  well  as 
theoretically. 

Provision  was  also  made  for  the  five  basic  “continu¬ 
ants”  (vowels) .  Through  analyses  of  “frequency  words” 
there  developed  a  progressive  allocation  not  only  of 
sounds  but  of  words  as  well.  Such  a  system  has  two  ad¬ 
vantages  psychologically.  First,  the  stutterer  enjoys 
assurance  in  these  frequency  words;  and,  secondly,  they 
constitute  an  apperceptive  process  proceeding  from  the 
known  or  acquired  to  the  new.  Each  word  is  introduced 
only  after  component  sound  elements  have  been  learned. 
The  importance  of  absolute  adherence  to  such  a  tech¬ 
nique  cannot  be  overemphasized,  since  the  slightest  de¬ 
viation  is  a  disturbing  factor  likely  to  throw  off  balance 
the  entire  speech  mechanism. 

How  fine  and  small  a  change  in  stimulation  may  af¬ 
fect  an  organism  is  emphatically  demonstrated  in  the 
phenomenon  of  distance  perception.  On  the  basis  of 
physiology  and  psychology  it  is  known  that  the  cognition 
of  distance  is  largely  determined  by  the  delicate  muscu¬ 
lar  contractions  and  relaxations  of  the  ciliary  processes 
and  the  radial  and  circular  fibers  of  the  iris.  Until  these 
facts  are  encountered  in  formal  laboratory  experimenta¬ 
tion  one  is  unaware  of  their  existence.  Then,  after  at¬ 
tention  is  called  to  the  phenomenon,  one  is  not  conscious 
of  the  changes  as  they  occur.  Nevertheless,  these  fine 
changes  in  kinesthetic  impulses  are  cues  to  the  perception 
of  distance. 
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In  other  words,  these  impulses  must  be  accepted  as 
subliminal  excitations  which  find  their  way  into  con¬ 
sciousness  by  a  process  of  “seepage.”  Any  disturbance 
in  these  processes  would  affect  the  perception  of  distance. 
This  being  true,  it  is  as  reasonable  to  understand  why 
any  faulty  or  incorrect  oratans  disturbs  the  speech  mech¬ 
anism  in  such  a  way  as  to  make  speech  output  difficult 
and  hazardous. 

It  is  therefore  necessary  that  each  developmental  step 
be  mastered  with  thoroughness.  Not  only  does  this  thor¬ 
oughness  imply  exactitude  when  directive  consciousness 
is  functioning,  but  also  when  the  process  drops  into  the 
category  of  habit  there  should  be  a  residuum  (sublimi¬ 
nal  excitation)  to  give  assurance  and  ease  to  subsequent 
articulation,  preparing  the  muscles  to  assume  the  ora¬ 
tans  necessary  for  the  proper  production  of  the  intended 
sound. 

A  proper  breathing  habit  having  been  established, 
there  follows  the  learning  of  the  correct  oratans  for  t , 
then  d ,  and  then  the  combination  of  t  and  d.  Next  the  n 
is  introduced,  and  then  words  combining  t  and  n,  then 
d  and  n,  and  finally  t,  d ,  and  n.  This  is  carried  through 
systematically  to  embrace  all  the  nineteen  basic  sounds. 

The  author  wishes  to  stress  his  awareness  that  the 
method  herein  outlined  is  not  of  itself  the  cure.  The 
material  is  presented  rather  as  an  aid  to  the  cure  of 
stuttering  when  provision  has  been  made  for  the  other 
etiological  factors.  Furthermore,  this  approach  permits 
overlearning,  which  means  that  minor  disturbances  do 
not  so  readily  affect  processes  firmly  and  thoroughly 
established.  The  recurrences  of  stuttering,  so  frequent 
in  cases  which  have  otherwise  shown  improvement,  are 
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due  to  the  reappearance  of  the  other  disturbing  factors; 
and,  furthermore,  since  environment  cannot  be  com¬ 
pletely  controlled,  the  overlearned  and  overestablished 
pattern  of  correct  speech  output  has  specific  therapeutic 
value. 

The  attention  of  the  trained  speech  teacher  need  not 
be  called  to  the  matter  of  individual  differences  as  they 
manifest  themselves  in  the  stutterer.  Personality,  emo¬ 
tional  stability,  mental  status,  general  adjustment  to 
life — all  need  be  considered  and  evaluated.  There  is  no 
one  answer  which  can  be  written  to  the  problem.  The 
speech  therapist  must  be  guided  by  a  philosophy  of 
speech.  Speech  correction  is  an  art.  Such  acknowledg¬ 
ment  need  offend  no  one  nor  minimize  the  seriousness 
of  his  work.  All  sciences  begin  with  assumptions;  cures 
are  effected  with  causes  only  vaguely  suspected — “con¬ 
ceptual”  theory  may  be  a  matter  of  choice. 

Speech  correction  is  indeed  an  art.  Its  contribution 
to  the  restoration  of  a  human  being  needs  no  emphasis 
here.  The  correctionist’s  effort  is  its  own  reward — his 
success  an  index  of  his  own  ingenuity.  Speech  correc¬ 
tion  demands  skill,  patience,  and  resourcefulness.  All 
devices  and  techniques,  not  “conditionings”  subsequently 
to  become  as  objectionable  as  the  original  stutter,  may  be 
legitimately  and  justifiably  incorporated  in  the  speech- 
therapist’s  armamentarium. 
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Samuel  D.  Robbins 

Emerson  College ,  Boston,  Massachusetts 
THEORY 

Stuttering  is  one  of  the  many  symptoms  of  certain 
psychoneuroses.  It  appears  most  frequently  in  nervous 
individuals  who  inherit  a  tendency  either  to  stutter  or  to 
exhibit  other  nervous  traits.  It  is  often  intermittent,  and 
usually  varies  in  severity  with  the  emotional  tension, 
self-consciousness,  or  the  degree  of  excitability  of  the 
stutterer. 

Stuttering  is  accompanied  by  marked  increase  in 
heart  rate  and  in  blood  pressure  and  by  a  very  noticeable 
rush  of  blood  to  the  brain,  which  temporarily  impairs 
all  types  of  verbal  imagery,  and  causes  confusion  in 
thought,  which  aggravates  the  stuttering.  Although  this 
cerebral  congestion  might  be  considered  the  physiologi¬ 
cal  cause  of  stammering,  the  lack  of  emotional  control 
which  brought  about  cerebral  congestion  is  probably  the 
true  cause  of  stuttering.  (This  causes  inhibition  of  the 
conditioned  reflex  of  speech.) 

THERAPY 

The  therapy  necessarily  varies  with  the  age  of  the 
stutterer  and  the  severity  of  the  impediment.  Roughly 
speaking,  it  may  be  divided  into  three  parts:  speech 
training,  thought  training,  and  cultivation  of  emotional 
control. 

Speech  training  exercises  must  teach  the  stutterer 
how  to  speak  the  first  syllable  on  each  breath  promptly 
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and  easily.  I  ask  him  first  of  all  to  learn  by  retrospec¬ 
tion  just  how  he  sighs  when  he  does  so  unconsciously. 
He  then  learns  to  sigh  consciously  but  inaudibly,  with 
his  lips,  tongue,  and  jaw  set  in  various  positions.  He  then 
learns  to  make  a  loud  sigh  which  feels  exactly  like  this 
natural,  whispered  sigh;  he  does  not  try  to  make  any 
conventional  vowel  sound  on  this  loud  sigh  at  first — he 
simply  sighs  out  loud,  or  breathes  out  loud,  or  moans 
(anything  he  chooses).  He  then  loud-sighs  the  vowels, 
then  words  commencing  with  vowels  or  with  h,  then 
words  beginning  with  consonants,  until  he  has  become 
convinced  that  he  can  loud-sigh  any  word  in  his  language. 

I  have  found  the  Sumner  pneumograph  connected 
with  a  Marey  tambour  a  most  useful  aid  in  teaching  the 
loud  sigh  to  young  children.  The  child  is  told  to  relax 
for  a  full  second  on  empty  lungs  before  taking  the  breath 
with  which  he  is  to  loud-sigh  or  to  speak,  and  to  make 
sure  that  the  needle  of  the  tambour  remains  still  at  the 
very  top  of  its  excursion  before  he  begins  to  inhale.  He 
is  then  told  to  breathe  slowly  and  easily  without  taking 
too  deep  a  breath,  and  to  make  sure  that  the  tambour 
needle  goes  down  slowly  and  steadily  to  the  point  in¬ 
dicated.  He  is  warned  never  to  hold  his  breath  between 
breathing  and  speaking,  and  never  to  permit  the  tambour 
needle  to  pause  even  for  an  instant  at  the  lowest  point  of 
its  excursion.  He  is  then  taught  to  emit  the  air  slowly, 
calmly,  and  regularly  while  speaking  so  that  the  tambour 
needle  will  rise  slowly  at  regular  speed  until  it  completes 
the  round-trip  excursion  to  the  point  of  beginning. 

While  the  stutterer  is  learning  the  loud  sigh  he  is 
taught  “mouth  play.”  He  sits  in  front  of  a  mirror  and 
makes  faces,  being  sure  that  his  muscles  keep  in  con- 
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tinual  motion.  As  he  opens  and  shuts  his  jaw  he  must 
be  careful  not  to  keep  it  open  or  shut.  As  he  alternately 
purses  and  spreads  his  lips  he  must  be  careful  not  to 
hold  them  pursed  or  spread.  As  he  moves  his  tongue 
around  in  various  positions  he  must  be  careful  not  to 
permit  it  to  stick  in  any  position.  When  the  muscles  re¬ 
main  relaxed  during  “mouth  play”  and  the  loud  sigh 
can  be  depended  upon  to  start  easily,  we  combine  these 
two  exercises  in  a  monotone,  making  the  entire  series  of 
resultant  sounds  part  of  the  loud  sigh  with  which  it 
started. 

Meanwhile,  unless  the  stutterer  manifests  manv  con- 
tortions  and  pauses  between  many  words  and  syllables, 
I  teach  him  another  exercise  which  enables  him  to  keep 
speaking  to  the  end  of  his  sentence  once  the  loud  sigh 
has  enabled  him  to  get  started  without  stuttering.  This 
exercise  trains  the  stutterer  to  bring  out  accented  words 
and  syllables  by  making  their  accented  vowels  relatively 
long  rather  than  by  forcing  them  in  a  loud,  high-pitched 
voice.  (Although  all  normal  speakers  use  this  method 
of  accent,  and  although  it  is  the  only  method  which  can 
be  employed  without  increasing  the  effort  of  speaking, 
my  experiments  at  the  Harvard  Psychological  Labora¬ 
tory  showed  that  stutterers  force  all  vowels  as  if  all  were 
accented,  and  seem  unable,  without  special  training,  to 
touch  unaccented  syllables  very  lightly  and  quickly.) 
I  give  stutterers  selections  which  have  the  vowels  of  ac¬ 
cented  syllables  of  accented  words  set  in  bold-face  type 
and  everything  else  set  in  light-face  type,  and  ask  them 
to  make  the  black  vowels  as  usual  and  to  touch  everything 
else  very  lightly  and  quickly.  This  variation  in  vowel 
lengths  makes  the  words  run  smoothly  together  and  thus 
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makes  stammering  in  the  middle  of  the  sentence  im¬ 
possible. 

Under  thought  training  the  stutterer  is  asked  to  place 
thought  stops  in  his  reading  at  intervals  of  a  little  less 
than  the  average  line  of  type.  He  draws  an  upright 
line  at  each  punctuation  mark,  excepting  a  few  optional 
commas  placed  close  together,  also  at  the  ends  of  short 
phrases  which  make  up  long  sentences  which  are  not 
punctuated.  He  is  told  to  regard  each  upright  line  as  a 
stone  wall  until  he  has  pronounced  the  word  preceding 
each.  He  must  complete  each  breath  group  of  words 
before  proceeding  to  the  next  group. 

The  stutterer  is  next  taught  to  place  thought  stops  in 
his  speaking  by  determining  in  advance  about  how  far 
he  will  advance  his  topic  in  the  next  breath  group  before 
he  takes  the  breath  with  which  to  say  this;  he  does  not 
have  to  reach  this  point  in  the  next  breath,  but  in  no  case 
may  he  pass  this  point.  He  is  encouraged  to  have  a 
mental  outline  of  what  he  is  to  say,  in  the  form  of  a 
visual  image,  unless  he  is  presenting  abstract  material 
which  cannot  be  pictured.  He  is  told  never  to  employ  a 
synonym  in  order  to  avoid  hard  words,  because  this 
admits  defeat,  and  wandering  from  the  main  subject 
causes  confusion  in  thought. 

This  block  will  not  occur  if  the  stutterer  thinks  he 
omits  “hard”  initial  consonants  and  thus  keeps  his  lips, 
tongue,  and  jaw  in  constant  motion.  As  a  matter  of  fact, 
these  (initial  consonants)  will  usually  be  pronounced 
distinctly  and  without  effort. 

As  no  person  can  speak  more  fluently  than  he  thinks, 
it  is  most  important  that  the  stutterer  learn  to  think 
smoothly  and  clearly  at  the  rate  at  which  he  speaks  and 
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to  acquire  confidence  in  his  ability  to  express  himself 
adequately  in  this  manner. 

These  speech-training  and  thought-training  exercises 
will  be  of  no  avail  if  the  stutterer  is  unable  to  control 
his  emotions  while  speaking,  because  he  will  forget  to 
apply  these  rules  of  normal  speech  and  thought  when  he 
becomes  emotionally  perturbed.  All  adult  stutterers  are 
required  to  answer  some  250  questions  on  a  special  per¬ 
sonality  questionnaire  for  stutterers  which  I  have  pre¬ 
pared.  They  are  also  required  to  make  out  nine  work 
sheets  on  their  attitude  toward  their  family,  their  neigh¬ 
borhood,  their  health  and  physique,  their  education,  their 
religious  and  political  beliefs,  their  job,  sex,  their  social 
activities,  and  those  little  things  which  continually  annoy 
or  irritate  them.  From  these  work  sheets  and  this  ques¬ 
tionnaire  I  prepare  a  list  of  attitudes  which  they  need  to 
change  if  they  are  to  have  full  control  over  their  emotions 
while  speaking,  and  tell  them  how  to  go  about  cultivating 
more  healthy  attitudes  in  place  of  these.  Much  of  this 
mental  hygiene  work  in  the  case  of  young  children  has  to 
be  done  through  the  parents. 
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Meyer  Solomon,  M.D.* 

Chicago,  Illinois 

THEORY 

Stuttering,  as  a  clinical  syndrome,  is  a  specifically 
conditioned  personality,  emotive  behavior,  and  speech 
disorder  in  the  struggle  for  integration  and  equilibrium 
during  social  speaking. 

Many  factors  may  be  responsible  for  the  state  of 
emotional  excitement,  with  anxiety,  fear,  confusion,  and 
panic  at  the  first  moment  of  stuttering  and  its  recur¬ 
rence. 

During  social  speaking  an  individual  is  in  a  trap 
situation.  As  a  result  of  (1)  overstimulation  or  over- 
motivation,  or  (2)  blocking  of  any  strong  impulse  or 
motive,  of  external  or  internal  origin,  there  ensues  a 
state  of  excessive  tension  or  excitement,  or  undifferen¬ 
tiated  emotion.  The  total  organism  is  stirred  up  from  its 
highest  to  its  lowest  level  of  activity;  there  is  a  decline 
of  psychological  tension  or  synthesis,  and  disintegration 
is  taking  place  at  its  highest  level. 

The  main  motives  in  social  speaking  are  mastery  (of 
thinking  and  speaking)  and  social  approval.  There  is 
a  struggle  for  adjustment  and  re-establishment  of  equi¬ 
librium  and  release  of  tension  by  varied  responses  of 
thinking  and  speaking.  This  is  a  critical  or  emergency 
situation  demanding  immediate  action  or  solution.  In 
stuttering  there  is  interruption  of  a  task  (that  of  social 

*  Dr.  Solomon  has  entitled  this  article  “Stuttering  as  an  Emotional 
and  Personality  Disorder  ....  A  Sociopsychobiological  Approach.” 
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speaking)  with  disorganized  attempts  at  completion  and 
resolution  of  tension.  This  may  terminate  in  learned 
maladjustment  or  persistent  nonadjustment. 

The  main  possible  types  of  response  are:  (1)  ner¬ 
vousness,  embarrassment,  timidity,  or  self-conscious¬ 
ness  in  social-speaking  situations;  (2)  refusal  to  speak, 
silence,  mutism;  (3)  strained  or  strange  voice;  (4)  stage 
fright;  (5)  stuttering.  There  may  be  different  degrees  or 
qualities  of  these  responses. 

In  stuttering  there  is  transient  interruption  of  the 
rhythm  of  verbal  expression,  with  manifestations  of 
speech  block,  either  complete  with  no  possible  produc¬ 
tion  of  sound  and/or  incomplete  with  hesitation  and/or 
repetition  of  an  initial  sound  and  inability  to  advance 
to  the  succeeding  sound. 

The  first  moment  of  stuttering  depends  on  the  mo¬ 
mentary  total  internal  and  external  situation.  Whatever 
produces  instability  is  predisposing:  congenital  equip¬ 
ment,  past  physical  and  psychological  experiences,  per¬ 
sonality  traits  (oversensitiveness,  excitability,  self-con¬ 
sciousness,  timidity,  being  easily  rattled),  low  degree  of 
maturation  (hence  frequency  in  childhood),  sexual 
traits  (more  frequent  in  males). 

Precipitating  factors  for  the  first  moment  and  re¬ 
current  moments  include  a  social-speaking  situation  and 
overexcitement  from  any  cause  or  combination  of  causes 
which  lead  to  overstimulation,  external  thwarting,  or  in¬ 
ternal  conflict,  such  as:  sudden  shock  or  fright;  any  type 
of  child  mismanagement  (teasing,  nagging,  ridiculing, 
hurrying  or  interrupting  the  child  during  speech,  failure 
to  listen  to  or  wait  for  what  he  says,  annoying  him  about 
any  habits,  including  left-handedness;  forcing  him  to 
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speak  excessively  or  to  repeat  words  too  difficult  for 
him) ;  attempts  to  keep  pace  with  rapid  conversation  of 
others;  forgetting  words  he  wishes  to  say;  fears  of  others 
because  of  previous  mismanagement  or  of  being  found 
out  or  punished;  secret  mental  conflicts  with  feelings  of 
inadequacy,  failure,  shame,  guilt,  or  embarrassment 
from  any  sexual  or  nonsexual  cause;  struggle  with  lisp¬ 
ing  or  bilingualism;  the  momentary  state  of  health,  psy¬ 
chological  and  physiological,  especially  fatigue  and 
illness. 

Additional  factors  responsible  for  recurrence  of  mo¬ 
ments  of  stuttering  are:  cumulative  emotional  condition¬ 
ing,  with  extension  of  provocative  stimuli  and  types  of 
bodily  response  (facial  and  other  bodily  contortions) ; 
conviction  of  social  speech  inadequacy  and  failure,  with 
fears  of  speech  block,  generalized  for  all  social-speech 
situations  or  specialized  for  certain  situations,  sounds, 
or  persons.  A  system  of  defensive  adjustments,  subjec¬ 
tive  and  objective,  to  social-speech  situations,  with  mem¬ 
ories  of  past  painful  experiences  of  speech  failure  plus 
fear  of  repetition,  results  in  a  special  preparatory  set  for 
social  speaking.  Gradual  personality  transformations 
occur,  such  as  increasingly  pronounced  suppression  of 
personality  (introversion,  withdrawal,  concealment), 
overassertion  with  stubbornness  and  negativism,  indif¬ 
ference  or  neglect  with  drifting,  or  constructive  efforts 
for  gradual  improvement  and  reorganization.  Finally 
stuttering  becomes  a  vicious  circular  nonadjustive  re¬ 
sponse.  Fear  of  recurrence  causes  stuttering.  Anticipa¬ 
tion  of  stuttering  causes  fear  of  stuttering. 

The  phenomena  of  stuttering  involve  the  total  human 
organism,  as  both  (1)  physiological,  including  ( a )  pe- 
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ripheral  speech  machinery  as  complete  or  incomplete 
block,  ( b )  postural,  (c)  visceral,  ( d )  physicochemical, 
and  (2)  psychological  as  outlined  above. 

When  the  object  of  supreme  interest  is  the  task,  and 
the  individual  is  fully  absorbed  in  his  thinking  and  its 
expression  in  suitable  words,  calmly,  confidently,  without 
anticipation  or  fear  of  speech  block,  in  general  or  in 
specifically  emotionally  conditioned  social-speech  situa¬ 
tions,  without  fear  of  detection  of  his  speech  difficulty 
by  others,  all  is  well.  When  this  is  not  the  case,  there  is 
liable  to  be  speech  trouble. 

When  doubt  and  uncertainty  of  speech  adequacy 
arise,  with  anticipation  and  then  fear  of  speech  block 
in  the  presence  of  others,  real  or  imagined,  a  conflict 
between  stopping  and  continuing  speaking  ensues,  the 
individual  becomes  rattled  and  is  caught  in  an  acute  trap 
situation,  with  increased  tension,  confusion,  disruption, 
panic,  anxiety,  and  fear. 

The  commotion  in  the  peripheral  speech  machinery 
is  but  evidence  of  the  general  commotional  state,  psy¬ 
chological,  skeletal,  and  visceral. 

Stuttering  is  therefore  a  habitual  nonadjustive  re¬ 
sponse.  It  is  a  specifically  conditioned  personality,  emo¬ 
tive  behavior,  and  speech  disorder  in  the  struggle  for 
equilibrium  or  integration  during  social  speaking. 

This  conception  explains  many  speech  puzzles  of 
the  stutterer,  such  as  why  there  is  little  or  no  stuttering 
during  singing,  especially  in  concert,  when  the  melody 
and  words  are  well  known  to  the  individual,  during 
whistling,  during  whispering,  during  speaking  when  ab¬ 
solutely  sure  of  being  alone,  usually  when  speaking  in 
unison  with  others,  when  pronouncing  a  consonant  at  the 
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end  of  a  word,  when  speaking  to  animals  or  those  much 
younger,  usually  when  repeating  a  word  which  previ¬ 
ously  caused  trouble,  when  momentarily  releasing  speech 
block  through  distraction  arising  from  some  voluntary 
muscular  movement  (breathing,  arm,  leg,  etc.)  or  from 
voluntary  concentration  on  visual,  auditory,  or  kines¬ 
thetic  imagery,  or  from  the  assumption  of  a  new,  strange 
voice. 

Mental  conflicts  are  important  because:  (1)  any 
type  of  disturbing  mental  conflict  that  leads  to  excite¬ 
ment  during  social  speaking  may  precipitate  the  first 
moment  or  recurrent  moments  of  stuttering;  (2)  unre¬ 
solved  current  mental  conflicts  of  whatever  nature, 
whether  originally  causally  related  or  not,  may  in¬ 
crease  the  general  instability  and  hence  stuttering;  (3) 
they  may  flow  out  of  conditioned  emotional  attitudes 
toward  bugaboo  sounds,  syllables,  situations,  persons; 
(4)  they  may  result  from  the  previously  mentioned  per¬ 
sonality  transformations. 

THERAPY 

The  principles  of  management  are  as  follows: 

In  each  case  there  should  be  careful  consideration 
of  all  possible  internal  and  external  factors  responsible 
for  the  onset  and  continuation  of  stuttering.  This  means 
a  search  for  all  causes  of  excessive  tension  before  or 
during  social  speaking,  such  as  the  age  or  stage  of  matu¬ 
ration  (intellectual,  emotional,  and  social-age  level), 
physical  health,  routine  daily  schedule,  personality 
makeup  and  problems,  and  living  conditions  and  per¬ 
sons  within  the  home,  the  neighborhood,  the  school,  or 
the  workshop. 
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In  young  children  management  must  be  primarily 
through  parents,  teachers,  and  environment. 

The  earliest  possible  diagnosis,  study,  and  treatment 
are  desirable  in  order  to  prevent  the  progressive  de¬ 
velopment  and  ramifications  of  stuttering. 

Treat  the  total  personality  and  not  merely  the  speech 
phenomena  or  any  other  localized  segment  of  the  human 
physical  machine  or  personality.  The  approach  is  socio- 
psychobiological. 

There  should  be  combined  therapeutic  attack,  in¬ 
cluding  physical  hygiene,  physiotherapy,  mental  hy¬ 
giene,  speech  therapy,  psychotherapy,  and  socio-  or  en¬ 
vironmental  therapy,  adapted  to  the  particular  indi¬ 
vidual,  with  the  goal  of  relieving  excessive  tensions  and 
gaining  integration  and  readjustment. 

Physical  hygiene  refers  to  the  usual  methods  of  avoid¬ 
ing  illness  and  maintaining  good  general  health,  with  a 
sensible,  systematic  daily  program  of  activities  (regu¬ 
larity  of  meals,  sufficient  sleep,  recreation,  leisure  time, 
rest,  social  relations,  school,  or  work),  and  avoidance  of 
excessive  fatigue,  crowded  time  schedule,  and  hurry. 

Physiotherapy  includes  training  in  relaxation,  rest 
periods,  breathing  control,  with  the  goal  of  bodily  poise 
and  co-ordination. 

Mental  hygiene  includes  the  development  of  healthy 
habits  in  emotions  and  attitudes,  faith  and  conviction 
of  the  possibility  of  gradual  improvement  and  eventual 
correction  of  the  speech  disorder,  with  a  sensible  phi¬ 
losophy  of  life. 

Speech  therapy  should  emphasize  a  soft,  resonant, 
gentle  voice,  clear  enunciation,  intimate  conversation 
with  rather  than  excitedly  speaking  at  other  people. 


94 


STUTTERING:  THEORIES  AND  THERAPIES 


Psychotherapy  refers  to  the  solution  of  unresolved 
conflicts  leading  to  tensions  (centered  about  home, 
school,  occupational,  social,  religious,  sexual  problems) 
with  necessary  guidance  and  re-education. 

Socio-  or  environmental  therapy  comprises  attempts 
at  relieving,  when  possible,  causes  of  undue  tension  in 
home,  school,  neighborhood,  and  workshop.  In  the 
home,  the  co-operation  of  other  members  of  the  family, 
especially  the  parents  (in  the  case  of  children),  is  im¬ 
portant.  An  intensive  study  of  the  family  atmosphere 
and  sources  of  tension,  physical  and  psychological,  is 
required.  The  neighborhood  and  playmates  need  to  be 
considered.  It  may  be  difficult  to  do  much  or  anything 
about  conditions,  physical  and  psychological,  in  school 
or  workshop.  In  some  cases  it  may  be  necessary  to  re¬ 
move  the  child  from  home  or  school. 

Of  great  importance  are  constructive  attempts  at 
scientific  personality  study  of  the  individual,  with  the 
goal  of  reducing  unresolved  emotional  conflicts  and  of 
reorganizing  personality  traits  in  the  direction  of  better 
general  emotional  and  social  adjustment.  This  includes 
training  in  the  principles  and  practice,  especially  the 
latter,  of  normal  social  speaking,  and  full  and  repeated 
explanation  of  the  nature  of  stuttering  as  an  emotional, 
personality,  and  speech  disorder,  along  lines  above  given 
but  much  more  thoroughly  presented,  until  it  is  incor¬ 
porated  into  the  warp  and  woof  of  his  personality.  Indi¬ 
vidualization  is  necessary  in  children  and  adults,  in  the 
early  and  late  stages. 

Prognosis  varies  with  severity,  duration,  and  de¬ 
gree  of  co-operation  and  with  type  of  management. 
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Walter  B.  Swift,  M.D. 

Boston ,  Massachusetts 
THEORY 

At  the  time  that  the  psychoanalysts  were  looking  for 
a  subconscious  process  as  the  cause  of  stuttering  I  was 
looking  for  a  conscious  process.  I  made  a  study  of  the 
speech  background  of  a  group  of  individuals  with  nor¬ 
mal  speech  at  the  Psychopathic  Hospital  in  Boston,  giving 
each  person  a  sentence  and  asking  him  to  repeat  that 
sentence  and  then  to  tell  what  was  in  his  mind  as  he 
did  so.  Each  individual  reported  having  a  mental  picture 
as  he  repeated  the  sentence.  The  same  experiment  was 
then  conducted  with  a  group  of  stuttering  cases.  Among 
them  at  once  appeared  a  deficiency  in  the  visual  process 
— a  slight  diminution,  a  total  absence,  or  a  too  rapid 
process  of  visualization. 

The  deficiency  was  definitely  located  in  the  cuneus 
or  visualization  area.  It  followed  that  the  treatment 
should  include  building  up  the  visualization  area — 
stimulating  the  function  of  picturization  until  the  process 
should  become  conscious  and  continuous.  The  cause  was, 
then,  no  subconscious  complex,  but  rather  the  failure  of 
a  conscious  function,  quickly  discovered  and  easily 
treated. 

Since  speech  is  such  a  complex  combination  of  func¬ 
tions,  naturally  when  the  functioning  of  the  visual  area 
has  been  lowered  the  functioning  of  the  areas  lower  in 
the  brain  which  contribute  to  the  control  over  speech  is 
diminished  or  impaired.  Therefore  it  is  found  necessary 
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to  build  up  the  concentration  over  simple  utterances  of 
speech  before  starting  to  build  up  the  visualization  func¬ 
tion,  the  aim  being  to  increase  the  speech  concentration 
so  that  the  stutterer  may  concentrate  quickly  on  a  word. 
To  be  sure,  the  stutterer  may  be  able  to  concentrate 
quickly  on  his  studies,  sports,  or  pastimes  when  they  are 
controlled  by  areas  where  the  speech  is  not  involved  to 
any  extent;  but  in  time  even  the  concentration  of  these 
areas  is  lessened  if  the  speech  difficulty  is  of  long 
standing. 

Since  a  stutterer  has  no  trouble  when  he  sings,  because 
the  melody  area  takes  the  prominent  part  in  the  control 
of  the  speech  utterances  while  in  regular  speech  the 
visual  area  functions  as  the  main  control,  I  use  first  the 
melody  area  in  developing  the  speech  concentration. 
Building  up  the  speech  concentration  through  a  melody 
rather  than  a  kinesthetic  approach  involves  the  acquire¬ 
ment  of  no  abnormal  habits,  since  the  melody  area  is 
not  used  in  conversation,  while  the  kinesthetic  areas,  like 
the  visual  area,  are  automatically  used  in  conversation. 
Also  the  melody  area  is  located  near  enough  to  the  audi¬ 
tory  area  to  stimulate  it.  While  the  melody  area  is  in 
use,  the  visual  and  kinesthetic  functioning  of  speech 
recedes,  and  the  main  kinesthetic  functioning  is  in  the 
production  of  the  notes  of  melody  rather  than  the  words 
of  speech. 


THERAPY 

The  first  step  in  treatment  consists  in  exercises  to  pro¬ 
mote  relaxation  and  to  develop  speech  concentration. 
These  are  as  follows: 

1.  Extend  the  arms  sideways  and  raise  them  over  the 
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head  slowly  and  evenly,  inhaling  while  doing  this;  then 
slowly  and  evenly  lower  the  arms,  exhaling  all  the  while. 

2.  Proceed  as  in  the  first  exercise  and,  while  exhaling 
vocalize  the  breath  in  the  utterance  of  “ah.” 

3.  Proceed  as  in  the  second  exercise  but  sing  the 
“ah,”  starting  low,  increasing  the  pitch,  and  then  lower¬ 
ing  it  to  the  starting  level. 

4.  Do  the  same  as  in  the  third  exercise,  substituting 
a  word  for  “ah.” 

These  exercises  should  be  performed  three  times  a 
day  for  fifteen  minutes  at  a  time.  At  the  end  of  two 
weeks  the  stutterer  shows  signs  of  bodily  relaxation. 
Each  new  set  of  exercises  which  follows  involves  an  in¬ 
crease  in  complexity. 

After  these  breathing  exercises,  the  stutterer  is  asked 

to  express  a  few  words  in  a  sustained  singing  tone.  Next 

he  is  asked  to  chant  similarly  a  simple  verse  like  “Mary 

had  a  little  lamb.”  The  purpose  is  to  sustain  a  musical 
> 

tone  continuously  and  smoothly  while  speaking  the 
words,  not  in  a  singsong  fashion,  but  in  more  of  a  con¬ 
versational  style.  After  the  stutterer  can  do  this  well  he 
is  required  to  make  up  a  story,  intoning  it  in  the  same 
way.  He  is  not  to  write  or  memorize  the  story,  since  his 
attention  will  be  detracted  from  the  tone  in  his  effort 
to  recall  something  written  or  memorized;  he  is  asked 
to  concentrate  on  the  tone  and  not  on  the  words.  Lastly, 
he  is  to  put  intensity  into  the  stories. 

Following  this,  the  tone  or  pitch  is  varied  in  two 
different  ways  in  connection  with  the  material  uttered. 
Briefly,  the  first  variation  is  to  ascend  to  the  high  pitch 
in  the  middle  of  the  first  word  and  to  come  down  gradu¬ 
ally  to  the  starting  point  for  the  rest  of  the  sentence. 
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The  second  variation  is  to  reach  the  top  in  the  middle  of 
the  sentence  and  come  down  on  the  second  half.  As  each 
variation  is  mastered,  the  stutterer  devises  material  to 
which  the  particular  variation  applies.  After  his  speech 
concentration  has  thus  been  well  developed,  he  is  asked 
to  employ  such  a  tone  when  he  feels  inclined  to  stutter. 

Next  the  stutterer  undertakes  to  visualize  large  ob¬ 
jects  in  turn  and  to  repeat  the  name  of  each  object  as  he 
sees  its  picture.  He  is  asked  to  hold  the  picture  as  he  says 
the  name  of  the  object.  If  the  picture  fades  while  he 
utters  the  word,  he  must  visualize  the  object  silently  over 
and  over  again  until  he  can  maintain  its  picture  as  he 
says  the  word.  He  is  then  given  a  simple  descriptive 
verse  concerning  large  “objects”  easily  visualized,  such 
as  the  first  couplet  of  “The  Village  Blacksmith.”  After 
visualizing  each  phrase  separately,  he  then  visualizes 
the  pictures  all  together  from  the  beginning  of  the  sen¬ 
tence  and  finally  goes  through  the  couplet  from  begin¬ 
ning  to  end  with  one  full  clear  picture  of  it.  He  is 
then  asked  to  describe  some  large  object  or  objects  he 
has  seen,  holding  the  pictures  continuously  over  the 
words.  The  stories  are  not  to  be  memorized  or  written. 
At  first  the  stutterer  is  asked  to  exclude  motion  from  his 
stories,  since  motion  is  harder  to  visualize.  The  next 
step  is  to  describe  small  objects.  As  the  stutterer  pro¬ 
gresses  and  is  able  to  hold  his  pictures,  he  is  asked  to 
visualize  and  address  an  imaginary  audience,  at  first  a 
small  one. 

Since  all  conversation  has,  besides  picturing,  imagi¬ 
nation  and  an  aim  or  purpose  in  the  telling,  I  introduce 
a  verse  which  has  these  characteristics.  To  illustrate, 
in  connection  with  the  first  stanza  of  “The  Chambered 
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Nautilus”  the  stutterer  is  asked  to  hold  in  mind  the 
moral  of  the  poem  as  he  visualizes  the  pictures  of  the 
verse  interpreted  by  his  imagination.  He  then  makes  up 
a  story  of  his  own  with  a  purpose,  aim,  or  moral. 

As  the  visualization  area  is  built  up,  the  stutterer 
finds  himself  automatically  picturing  in  his  conversation. 
At  this  point,  he  is  asked  to  picture  in  this  fashion  instead 
of  using  the  note  whenever  he  is  inclined  to  stutter. 

The  last  step  is  to  take  some  piece  of  literature  in 
which  the  emotions  come  into  play.  I  use  the  speech  of 
Shylock  in  The  Merchant  of  Venice  which  begins  “To 
bait  fish  withal.”  The  stutterer  is  asked  to  memorize  it, 
study  it,  and  make  it  his  own  until  he  takes  on  the  emo¬ 
tional  attitude  of  Shylock  himself,  and  finally  to  give 
the  speech  with  pictures,  aim,  and  emotional  attitude 
held  over  the  words  from  beginning  to  end.  He  is  then 
asked  to  make  up  stories  which  show  some  emotion  or 
present  his  own  point  of  view. 

When  the  individual  has  ceased  to  stutter,  he  must 
keep  up  practice  for  a  month  in  order  to  be  sure  of 
a  lasting  control  over  speech. 
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Lee  Edward  Travis* 

University  of  Southern  California 
THEORY 

Dr.  Lee  Edward  Travis,  during  the  years  he  was  on 
the  staff  at  the  University  of  Iowa,  formulated  a  theory 
that  stuttering  is  caused  by  a  conflict  between  the  two 
hemispheres  of  the  brain.  The  theory  derives  from  the 
neurological  fact  that  the  right  side  of  the  body  is  con- 
trolled  by  the  left  side  of  the  brain  and  vice  versa. 

The  organs  used  in  speech  lie  directly  in  the  center 
of  the  body.  The  tongue,  for  example,  is  made  up  of 
pairs  of  muscles,  with  muscles  of  a  pair  alike  in  struc¬ 
ture  but  placed  on  opposite  sides  of  the  midline  and  gov¬ 
erned  by  different  hemispheres  of  the  brain.  The  same 
is  true  of  the  other  organs:  lips,  jaws,  vocal  cords,  soft 
palate,  pharynx,  larynx,  and  respiratory  system.  Each 
organ  consists  of  paired  muscles,  from  each  of  which 
run  nerve  fibers  to  opposite  sides  of  the  brain.  Thus  any 
inharmony  of  action  which  occurs  in  the  brain  may  re¬ 
sult  in  the  inability  of  the  paired  muscles  of  the  speech 
mechanism  to  function  together  in  time  and  space.  Such 
lack  of  co-ordination  of  the  speech  muscles  would  be 
apparent  in  a  stuttering  spasm. 

The  two  opposite  hemispheres  of  the  brain  must  send 
out  identical  patterns  of  nervous  currents  to  the  paired 
muscles  in  order  to  produce  rhythmic  speech.  But  how 
is  such  perfect  co-ordination  possible? 

*  Approved  and  edited  by  Dr.  Travis.  Dr.  Travis  is  in  process  of 
revising  some  of  his  earlier  concepts  on  stuttering.  When  finished,  his 
presentation  will  no  doubt  extensively  include  psychogenetic  disturbances 
as  a  cause  of  stuttering. 
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Travis  believes  that  his  theory  of  the  dominant  gra¬ 
dient  provides  an  answer.  An  organism  of  protoplasmic 
material  has  an  apical  and  a  basal  end,  the  apical  or 
head  end  being  dominant.  The  gradient  exists  where 
metabolism  is  the  greatest.  In  other  words,  the  dominant 
or  head  end  develops  out  of  the  region  of  the  greatest 
chemical  activity.  This  gradient  theory  is  believed  by 
many  neurologists  to  be  applicable  to  the  human  or¬ 
ganism.  Travis  believes  that  the  entire  central  nervous 
system  functions  under  a  dominant  gradient,  located  in 
the  left  hemisphere  for  right-handed  people  and  in  the 
right  hemisphere  for  left-handed  persons.  This  domi¬ 
nance  determines  our  handedness.  To  express  all  this 
more  specifically,  one  half  of  the  brain  is  stronger  than 
the  other.  The  stronger  half  sets  the  rate  and  intensity 
of  the  nervous  impulses  and  imposes  its  pattern  on  the 
weaker  or  less  dominant  half. 

If  neither  side  of  the  brain  is  dominant  over  the 
other — if,  for  some  reason,  both  halves  tend  to  be  equal 
— a  conflict  in  leadership  will  arise.  Consequently  each 
half  sends  out  nerve  impulses  at  its  own  rhythm,  and  the 
muscles  on  the  right  side  of  the  body  receive  patterns  of 
innervation  impulses  different  from  those  received  by 
the  left.  The  speech  mechanism,  as  a  midline  structure, 
suffers  violently.  The  muscular  spasm  of  stuttering  re¬ 
sults  from  the  lack  of  normal  dominance  in  the  brain.  / 

The  change  of  handedness  is  associated  with  stut¬ 
tering  because  the  change  disrupts  the  natural  domi¬ 
nance.  For  left-handed  persons  the  dominance  lies  in 
the  right  hemisphere.  If  they  are  forced  to  change  hand¬ 
edness,  leadership  is  forced  on  the  left  or  weaker  hemi¬ 
sphere.  If  this  is  continued,  the  dominant  hemisphere 


102  STUTTERING:  THEORIES  AND  THERAPIES 


is  weakened  and  the  nondominant  hemisphere  is  strength¬ 
ened  so  that  the  two  tend  to  become  equal  in  strength, 
and  disharmony  occurs. 

The  primary  causes  of  stuttering  are,  then,  according 
to  Travis:  lack  of  hereditary  bias  toward  a  one-lead 
dominance;  an  unfavorable  environment  which  acted 
contrary  to  the  development  of  a  one-lead  dominance; 
brain  injuries  at  or  following  birth;  and  physical  or 
mental  diseases  which  interfere  with  the  neurological 
integration  necessary  to  permit  a  one-lead  dominance. 

Secondary  causes  may  be  such  psychological  factors 
as  fear,  emotional  shock,  exhaustion,  self-consciousness, 
and  feeling  of  inferiority.  Psychological  causes  of  stut¬ 
tering,  however,  require  a  neurological  basis  for  expla¬ 
nation. 


THERAPY 

In  beginning  work  toward  the  improvement  of  a 
stuttering  case,  the  speech  clinician  using  Travis’  theory 
takes  the  following  under  consideration:  the  family 
stock  of  the  stutterer;  his  physical  condition;  the  indi¬ 
vidual’s  mental  and  emotional  capacities;  his  educa¬ 
tional  achievement  in  relation  to  his  general  intelli¬ 
gence;  and  any  facts  which  show  him  to  favor  one  hand 
over  the  other.  Complete  examinations  are  necessary, 
because  the  clinician  must  determine  the  stutterer’s  cer¬ 
ebral  dominance  or  possible  lack  of  dominance  between 
his  brain  hemispheres.  Many  tests  have  been  devised  to 
determine  native  handedness,  such  as:  the  Handedness 
Questionnaire,  by  which  the  stutterer  is  questioned  as 
to  the  hand  which  he  uses  in  such  activities  as  buttoning 
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his  coat,  opening  the  door,  etc.;  tests  for  eyedness  and 
the  Van  Riper  Angle  Board  with  its  visual  and  script 
patterns.  The  decision  for  a  shift  of  hand  is  made  only 
if  the  tests  and  case  history  justify  such  a  change. 

After  the  decision  for  the  change  is  made,  the  clini¬ 
cian  undertakes  to  train  the  stutterer  to  perform  every 
manual  activity  possible  with  the  hand  chosen  for  de¬ 
velopment,  most  often  of  course,  the  left  hand.  Games 
and  work  are  devised  which  require  motor  activity  to 
stimulate  change  of  sidedness  as  well  as  handedness. 

Of  particular  significance  is  the  stress  laid  on  simul¬ 
taneous  writing  and  speaking.  The  patient’s  corrective 
work  begins  with  the  left  hand  in  free-arm,  muscular 
writing.  When  a  degree  of  advancement  has  been  made, 
the  stutterer  must  co-ordinate  his  speaking  and  writing. 
Writing  is  a  one-sided  activity  and  in  its  performance  is 
building  up  the  dominant  gradient  in  one  side  of  the 
brain.  Speech  is  a  two-sided  or  midline  activity.  In  the 
combination  of  the  two,  the  strong  unilateral  activity 
will  assist  the  co-ordination  of  the  midline  activity  to 
build  up  rhythmic  speech. 

Work  on  mental  hygiene  is  begun  at  once.  Prepared 
manuals  are  available,  one  for  the  clinician  and  one  for 
the  stutterer.1  In  these,  Travis’  theory  is  explained 
simply  for  the  stutterer,  and  advice  designed  to  establish 
a  realistic  point  of  view  toward  the  defect  is  given.  To 
this  end,  group  meetings  are  held  in  which  the  stutterer 
meets  other  stutterers,  gives  speeches,  and  is  encouraged 
to  talk  about  his  difficulty  freely  and  with  interest.  Since 
the  individual  actually  possesses  the  defect  of  stuttering, 
he  must  not  hide  it  or  act  like  a  nonstutterer.  This  pro- 

1  These  manuals  were  written  by  Dr.  Wendell  Johnson. 
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cedure  leads  into  the  second  mental-hygiene  technique 
of  producing  good,  easy  stuttering. 

The  stutterer’s  individual  stuttering  pattern  is  ana¬ 
lyzed.  It  is  pointed  out  to  him  that,  while  he  cannot  help 
the  actual  muscular  spasm,  he  can  correct  the  mental 
set  which  results  in  facial  grimaces,  forced  speech,  pro¬ 
longed  and  labored  muscular  movements,  body  gestures, 
and  complete  block.  These  are  merely  habits  which  the 
stutterer  has  acquired  to  hide  or  cover  his  spasm.  With 
the  idea  that  he  is  not  to  hide  his  stuttering,  he  is  trained 
not  only  to  change  his  mental  set  toward  the  defect  but 
to  stutter  in  a  forward,  flowing,  easy,  “bouncy”  pattern, 
as  in  “ba-ba-ba-ba  ball.”  The  purpose  of  the  bouncy 
type  of  stuttering  and  of  the  objective  viewpoint  is  to 
lessen  the  tension  and  strain  on  the  speech  organs,  to 
overcome  individual  objectionable  habits  accompanying 
the  spasm,  to  free  the  person  of  fear,  dread,  or  shame, 
and  to  promote  physical  and  mental  adjustment  to  the 
stuttering.  After  the  bouncy  pattern  is  perfected,  the 
smooth  pattern,  in  which  the  spasm  is  translated,  is  en¬ 
couraged,  the  effort  being  to  develop  forward,  flowing 
vocalization  without  repetition.  This  approaches  normal 
speech,  but  can  be  attempted  only  when  the  person  is 
thoroughly  adjusted  to  his  stuttering. 

From  the  clinic  the  stutterer  is  sent  out  into  social 
situations,  such  as  telephoning,  purchasing,  interviewing, 
in  which  he  must  employ  the  bouncy  pattern.  Two  other 
stutterers  accompany  him  as  observers  and  grade  him  on 
his  success. 

The  mental-hygiene  treatment,  the  bouncy  pattern, 
and  the  cultivation  of  the  preference  of  one  side  over  the 
other  are  all  carried  on  at  once. 
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C.  Van  Riper 

Western  State  Teachers’  College ,  Kalamazoo ,  Michigan 

THEORY 

The  word  “stuttering,”  like  many  other  labels  for 
complex  disorders,  a  sort  of  wastebasket  term.  Into  it 
we  throw  not  only  the  infinite  variety  of  symptoms  which 
characterize  the  secondary  or  chronic  stutterer,  not  only 
those  automatic  repetitions  and  prolongations  of  the  be¬ 
ginning  or  primary  case,  but  also  all  the  habits  and  neu¬ 
roses  which  develop  with  the  disorder.  As  with  asthma, 
a  host  of  causes  and  cures  and  theories  indicates  our 
essential  ignorance.  The  only  gleam  of  light  in  all  this 
confusion  is  the  discontentment  of  the  speech  correction- 
ist  with  his  theoretical  pretenses  and  his  practical  thera¬ 
peutics. 

Yet,  since  the  stutterer  is  forever  haunting  us  with 
his  need,  we  must  give  our  explanations  and  our  pro¬ 
cedures  some  degree  of  organization  and  perhaps  an  aura 
of  certitude  which  future  research  may  render  absurd. 
Personally,  I  am  much  more  interested  in  treatment  than 
in  theory.  I  cannot  but  believe  that  when  we  receive  the 
case  many  of  the  original  precipitating  and  predisposing 
causes  of  the  disorder  are  no  longer  significant  and  that 
in  most  adult  cases  the  stuttering  has  become  self-per¬ 
petuating. 

Originally,  I  believe,  the  average  child  who  begins  to 
stutter  does  so  because  his  nervous  system  is  less  capable 
of  co-ordinating  the  paired  speech  musculatures  in  the 
precise  temporal  pattern  required  by  normal  speech;  or 
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his  communication  is  subjected  to  such  tremendous  pres¬ 
sures  that  his  normal  nervous  system  is  incapable  of  the 
intricate  integration  involved.  I  believe  that  the  majority 
of  cases  fall  into  the  former  category.  Hence  even  under 
the  conditions  of  slight  emotional  disturbance  which 
occur  in  every  child’s  life  the  integrated  sequences  of 
speech  movements  are  disrupted.  I  believe  that  if  only 
one  of  some  twenty  simultaneous  or  successive  move¬ 
ments  required  to  produce  a  given  word  fails  to  occur, 
then  interruptions,  repetitions,  and  prolongations  result. 
These  last  I  consider  the  primary  symptoms  of  stuttering, 
and  they  are  the  only  ones  common  to  all  stutterers  at 
one  time  or  another.  I  believe  that  most  children  under 
certain  stresses  will  exhibit  them;  but  I  feel  that  the 
term  "‘primary  stuttering”  should  be  reserved  for  the 
child  who  has  so  many  interruptions,  repetitions,  and 
prolongations  in  relatively  easy  situations  that  they  inter¬ 
fere  with  his  communication  and  cause  negative  reactions 
on  the  part  of  his  listeners. 

When  the  primary  symptoms  first  occur  the  child  is 
not  aware  of  their  existence;  but  when  they  arrive  so 
frequently  that  they  thwart  important  communication, 
or  when  some  listener  exploits  them,  then  the  child  reacts 
to  them  as  unpleasant  features  of  his  communication. 
These  reactions  are  first  marked  by  struggle  behavior, 
then  by  avoidance  and  by  disguise.  As  the  speech  un¬ 
pleasantness  continues,  certain  speech  situations  become 
feared.  Words  and  sounds  become  “things”  to  be 
dreaded.  Devices  of  avoidance  and  postponement  and 
tricks  to  start  the  word  or  interrupt  the  abnormality  are 
adopted.  These  soon  become  habitual  and  almost  in¬ 
voluntary.  So  important  are  these  secondary  symptoms 
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that  they  constitute  in  the  adult  stutterer  the  major  part 
of  his  handicap.  The  more  the  child  struggles,  the  greater 
grows  his  abnormality;  the  greater  the  abnormality,  the 
more  intense  his  fear  and  shame;  the  greater  the  emo¬ 
tional  stress,  the  more  frequent  the  moments  of  stutter¬ 
ing.  It  seems  to  me  that  any  therapy  which  does  not  con¬ 
centrate  on  a  thorough  breaking  up  of  these  forcings,  con¬ 
tortions,  and  postponements  can  achieve  only  temporary 
or  partial  success.  I  believe  that  the  personality  prob¬ 
lems  of  the  average  stutterer  are  more  the  result  than 
the  cause  of  his  speech  disorder.  They  arise  as  reactions 
to  the  social  and  economic  penalties  which  the  stutterer 
experiences  or  imagines.  Anxiety  neuroses  and  compul¬ 
sions  of  all  kinds  frequently  develop.  Stereotyped  se¬ 
quences  of  habitual  approach  and  release  reactions  al¬ 
most  turn  into  inevitable  rituals,  and  they  create  in  the 
mind  of  the  stutterer  a  belief  that  he  is  utterly  helpless 
to  prevent  or  modify  his  abnormal  speech.  This  abulia¬ 
like  helplessness  often  prevents  any  successful  therapy. 

THERAPY 

Almost  all  modern  therapies  are  primarily  symp¬ 
tomatic.  We  all  try  to  give  the  stutterer  freedom  from 
fear  and  shame  and  contortion  and  all  the  other  primary 
and  secondary  symptoms.  We  all  use  mental  hygiene. 
Most  of  us  add  certain  procedures  which  we  feel  might 
help  to  eliminate  the  original  or  contemporary  precipi¬ 
tating  causes.  Most  of  us  use  a  preventative  indirect 
therapy  for  the  primary  and  a  remedial  direct  therapy 
for  the  secondary  stutterer. 

With  primary  stutterers  I  enlist  the  parents’  co-opera¬ 
tion  in  removing  all  speech  and  emotional  conflicts.  Pen- 
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allies  for  stuttering  and  direct  remedial  suggestions  are 
discouraged.  Distraction  or  re-stimulation  with  slow 
good  speech  after  the  stuttering  is  recommended.  Speech 
activities  and  games  involving  rhythm  and  relaxation 
and  freedom  from  communicative  pressures  are  empha¬ 
sized.  The  child’s  periods  of  good  speech  are  made  oc¬ 
casions  for  much  talking,  while  his  bad  periods  are  freed 
from  much  speech  opportunity.  The  child’s  home  and 
school  life  are  explored  and  the  disturbing  influences 
discovered  are  removed.  Physical  hygiene  and  care  are 
accented.  Unilaterality  is  taught  through  large  manual 
activities  and  skills.  To  summarize,  we  try  to  remove 
those  factors  which  are  precipitating  the  moments  of 
stuttering  and  we  do  everything  possible  to  prevent  the 
child’s  becoming  aware  of  his  symptoms  as  socially  un¬ 
pleasant  or  personally  thwarting  abnormalities. 

In  treating  the  secondary  stutterer  I  employ  a  “shot¬ 
gun”  sort  of  therapy,  attacking  the  problem  from  every 
angle.  Daily  assignments  and  experiences  are  devised  so 
as  to  (1)  increase  the  stutterer’s  understanding  of  his 
speech  defect,  (2)  improve  his  mental  hygiene  and  se¬ 
curity,  (3)  develop  skill  in  the  rhythmic  and  co-ordi¬ 
nated  use  of  the  speech  musculatures,  (4)  associate 
speech  integrations  with  unimanual  activities  such  as 
writing,  shorthand,  telegraphy,  etc.,  (5)  decrease  the 
stutterer’s  fears  and  shames  by  employing  voluntary  or 
pseudo-stuttering,  having  him  enter  difficult  speech  situ¬ 
ations,  and  cultivating  in  him  an  objective  attitude,  (6) 
teach  the  stutterer  to  turn  “involuntary”  stuttering  re¬ 
actions  into  volitionally  controlled  behavior,  (7)  break 
up  bad  habits  of  avoidance,  postponement,  starting,  and 
release  which  account  for  so  much  of  the  stutterer’s  ab- 
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normality,  (8)  build  up  psychological  barriers  against 
disturbing  influences,  and  (9)  teach  the  stutterer  how  to 
stutter  with  a  minimum  of  interruption  and  abnormality 
and  a  maximum  of  control  and  insight. 

I  think  that  in  the  last  item  lies  the  most  important 
factor  in  what  success  I  have  had  with  severe  stutterers. 
It  is  possible  to  “stutter”  in  a  great  many  ways,  and  I 
prefer  a  way  which  provokes  no  social  penalty  or  thwart¬ 
ing  to  communication.  By  eliminating  the  habitual 
symptoms  of  approach  or  release  we  change  the  form 
and  duration  of  the  speech  abnormality.  This  in  itself 
frees  the  stutterer  from  the  fears  and  shame  which  act 
as  precipitating  etiological  factors  and  hence  reduces  the 
number  of  blockings.  By  teaching  the  stutterer  how  to 
turn  involuntary  blockings  into  voluntary  ones  and  how 
to  maintain  a  voluntary  control  of  the  movement  se¬ 
quence  in  words  stuttered  upon,  we  eliminate  much  of 
the  abulia,  hesitation,  panic,  and  confusion.  In  other 
words,  our  immediate  aim  is,  not  the  prevention  of  mo¬ 
ments  of  stuttering,  but  rather  the  acquisition  of  skill  in 
controlling  the  form  and  duration  of  the  stuttering  reac¬ 
tions.  Controlled  stuttering  rather  than  avoided  or  pre¬ 
vented  stuttering  is  our  objective.  If  you  give  a  severe 
stutterer  a  way  of  stuttering  which  causes  no  social  pen¬ 
alty,  you  prevent  relapse  and  create  a  fundamental  se¬ 
curity.  Fluent  speech  and  the  conquest  of  the  handicap 
are  thereby  assured. 
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Robert  West* 

University  of  Wisconsin 
THEORY 

According  to  Dr.  Robert  West,  of  the  University  of 
Wisconsin,  stuttering  is  the  manifestation  of  an  inner 
psychophysical  condition  known  as  dysphemia.  The  stut¬ 
tering  can  be  described,  but  dysphemia  itself  still  re¬ 
mains  obscure. 

The  social  factors  of  situations  which  arouse  any  form 
of  fear  contribute  to  dysphemia.  From  a  biological  point 
of  view  the  stutterer’s  failings  in  speech  are  not  necessar¬ 
ily  pathological,  any  more  than  inability  to  perform  any 
other  learned  act  is  ipso  facto  evidence  of  disease.  In 
other  words,  stuttering  does  not  mean  that  parts  of  the 
body  are  failing  in  their  basic  functions.  The  stutterer 
is  usually  normal  in  organs  and  muscles  and  in  every 
function  except  speech.  No  differences  in  the  functioning 
of  his  cerebral  cortex  can  be  proved.  Yet  there  is  a  bio¬ 
logical  background  for  dysphemia. 

In  collaboration  with  Dr.  West,  Dr.  George  Kopp 
began  a  series  of  biochemical  studies  to  ascertain  physio¬ 
logical  differences  between  stutterers  and  nonstutterers. 
In  studying  chemical  entities  in  the  blood,  the  following 
results  were  achieved :  the  blood  of  the  stutterer  is  found 
to  contain  more  inorganic  phosphates,  calcium,  and 
sugar  and  less  potassium  and  protein  than  that  of  the 
normal  speaker.  Although  the  larger  quantity  of  sugar 
in  the  blood  may  be  the  result  of  emotion,  it  might  be 
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expected  that  the  body  would  make  adjustment  to  the 
constant  fear  or  embarrassment  states  of  the  stutterer. 
Although  the  amounts  of  inorganic  phosphates,  potas¬ 
sium,  protein,  and  calcium  differ  from  the  average,  they 
do  not  affect  the  health  of  the  stutterer. 

“Apparently  the  specific  amount  of  any  one  of  these 
components  is  not  a  matter  of  any  meaning  in  explain¬ 
ing  stuttering;  it  is  rather  the  ratio  of  one  component  to 
another  that  is  involved  in  dysphemia.”1 

Normally,  when  the  total  calcium  is  increased,  the 
amount  of  inorganic  phosphates  is  decreased;  but  with 
the  stutterer  the  amount  of  inorganic  phosphates  in¬ 
creases  as  calcium  increases.  Normally,  when  the  total 
calcium  is  increased,  protein  is  increased;  but  with  the 
stutterer  when  the  calcium  is  increased  the  protein  de¬ 
creases.  These  and  other  blood  differences  show  that  the 
stutterer  possesses  a  metabolic  mechanism  different  from 
that  of  the  normal  speaker.  Stuttering,  then,  is  an  out¬ 
ward  manifestation  of  a  type  of  body  metabolism  that 
differs  from  that  of  the  nonstutterer.2 

THERAPY 

The  West-Kopp  work  in  the  biochemistry  of  stutter¬ 
ing  was  an  investigation  into  the  fundamental  nature  of 
the  difficulty.  It  was  not  formulated  with  a  view  to  de¬ 
veloping  a  particular  treatment.  At  present  Dr.  West  be- 

1  Robert  West,  Lou  Kennedy,  and  Anna  Carr,  The  Rehabilitation  of 
Speech  (Harper  and  Brothers,  New  York,  1937). 

2  This  research  was  not  the  first  biochemical  analysis  of  the  blood 
of  stutterers  and  nonstutterers,  but  it  has  been  of  value  in  bringing  out 
more  clearly  and  specifically  the  evidence  and  details  of  disturbed 
metabolism.  It  is  true  that  the  fundamental  problem  still  remains,  and 
to  what  extent  this  research  has  contributed  to  its  solution  cannot  be 
determined  until  further  research  is  done  and  a  definite  method  of  cor¬ 
rection  developed  from  the  data  is  discovered. 
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lieves  that  no  one  has  proved  that  stuttering  is  a  real 
pathology  and,  consequently,  one  should  not  refer  to  the 
stutterer  as  a  patient  and  probably  should  not  use  the 
term  therapy  in  describing  corrective  measures. 

In  general,  West’s  recommendations  are  not  to  group 
stutterers  indiscriminately  but  to  give  them  individual 
treatment,  emphasizing  mental  and  physical  hygiene  and 
the  stabilization  of  the  individual’s  environment.  Phases 
of  the  correction  include  relaxation  exercises  for  the 
production  of  smooth  tones,  gymnastic  and  breathing  ex¬ 
ercises  for  voluntary  control. 

Accurate  differential  analysis  is  necessary  in  the 
field  of  stuttering.  There  is  a  danger  of  the  clinician’s 
assuming  that  all  stuttering  results  from  emotional  dis¬ 
turbances.  This  may  result  in  overlooking  another  very 
important  factor,  namely,  neurophysiological  difficulty. 

No  standardization  of  procedure  can  be  applied  to 
psychogenetic  disorders  of  speech.  The  therapeutic 
measures  may  comprise  a  variety  of  social  readjust¬ 
ments. 
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Alfred  Appelt* 

Munich,  Germany 
THEORY 

The  easiest  way  to  achieve  insight  into  the  mental 
patterns  of  stutterers  is  to  start  with  the  fact  that  in  psy¬ 
chophysical  events  everything  is  directed  toward  secur¬ 
ity.  The  function  of  security  is  to  protect  or  guarantee 
self-preservation.  To  use  a  few  examples:  If  one  uses 
his  hands  frequently  for  rough  work,  the  epidermis  be¬ 
comes  protected  with  a  layer  of  callous  growth.  When 
the  skin  is  injured  by  cutting,  a  blood  clot  develops,  thus 
preventing  bacteria  from  entering  the  wound.  In  the 
case  of  a  bone  fracture  a  callus  forms,  giving  extra 
strength  to  the  injured  bone. 

In  arteriosclerosis,  however,  a  development  occurs 
which  may  lead  to  real  danger,  although  its  original  pur¬ 
pose  was  to  form  a  protection  of  the  arterial  walls.  Sim¬ 
ilarly,  in  the  field  of  mental  life,  security  or  safety  ten¬ 
dencies  develop  which  form  the  basis  not  only  for  stut¬ 
tering  but  also  for  every  other  neurosis.  The  sense  of 
security  is  organically  basic  in  man  and  does  not  disrupt 
his  mental  life.  In  the  case  of  stuttering  the  sense  of 
security  no  longer  functions  normally  in  the  totality  of 
mental  events  but  becomes  so  specialized  that  it  begins  to 
exercise  a  more  or  less  inhibitory  influence  on  thinking, 
feeling,  and  volition.  This  happens  especially  when  it 
seems  that  the  situation  endangers  the  personality  feel- 

*  This  paper  has  been  translated  from  the  original  German  manu¬ 
script  sent  by  Dr.  Appelt. 
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ing  of  the  stutterer.  Children  who  grow  up  in  an  environ¬ 
ment  where  they  are  spoiled  are  in  greatest  danger  of 
becoming  stutterers.  Only  a  small  percentage  of  stut¬ 
terers  come  from  families  where  authoritative  strictness 
guides  the  education.  In  the  case  of  extreme  spoiling,  the 
child  has  no  chance  to  adjust  himself  independently  to  the 
tasks  of  life.  It  is  easy  then  for  the  child  to  follow  the 
tendency  to  reject  any  form  of  responsibility  and  to 
depend  on  the  support  of  the  environment,  particularly 
the  mother. 

Under  such  conditions  the  child  develops  habits 
which  systematically  undermine  his  mental  health.  Such 
a  development  finally  leads  to  a  dangerous  discourage¬ 
ment.  These  children,  as  a  result  of  this  discouragement 
and  their  constant  need  to  seek  help,  do  not  succeed  in 
overcoming  their  original  feeling  of  smallness.  They 
rather  develop  a  tendency  to  increase  their  feeling  of  im¬ 
potence  at  the  slightest  sign  of  resistance  in  order,  by 
means  of  their  demonstrative  weakness,  to  force  the  as¬ 
sistance  of  their  environment.  The  necessary  result  of 
such  a  situation  is  the  beginning  of  a  mental  compen- 
satoriness  which  can  be  demonstrated  in  every  neurosis. 
In  order  to  suppress  his  feeling  of  impotence,  the  child 
keeps  himself  busy  with  ideas  of  greatness  and  tries  to 
place  himself  in  the  center  of  attraction.  In  doing  so  the 
child  is  concerned  chiefly  with  his  own  ego  and  seeks  to 
protect  by  all  means  the  value  of  this  ego  against  in¬ 
juries.  The  first  signs  of  protection  are,  as  a  rule,  exag¬ 
gerated  sensitivity,  shyness,  and  anxiety. 

One  condition  receives  fundamental  importance:  The 
child  creates  an  outspoken  aggressive  attitude  with  re¬ 
gard  to  the  environment  under  the  drive  of  compensa- 
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tion  dynamics.  The  unconscious  purpose  of  this  attitude 
is  to  break  every  resistance  and  to  maintain  its  feelings 
of  impotence.  Since  the  child  is  not  always  successful 
in  his  aggression,  inhibitions  soon  set  in  when  he  fears 
his  aggressive  behavior  will  fail.  It  should  not  be  over¬ 
looked  that  a  stutterer  does  not  possess  these  inhibitions 
without  a  previously  increased  aggression,  which  is  still 
present  in  a  latent  condition.  It  is  understood  that  in 
every  case  just  as  many  securities  are  established  as 
conditioned  reflexes,  that  in  the  mental  form  of  reaction 
the  feeling  of  impotence  is  seemingly  balanced.  The 
child  does  not  know  that  the  result  of  these  entirely  use¬ 
less  compensations  is  a  proportional  decrease  of  his  ra¬ 
dius  of  activity.  As  has  been  mentioned  in  the  case  of 
such  a  bipolar  development,  there  is  always  a  direct 
proportion  between  the  primary  feeling  of  uncertainty 
and  the  secondary  striving  for  security.  Therefore  there 
is  a  possibility  of  determining  the  degree  of  uncertainty 
feeling  from  the  degree  of  stuttering  in  an  individual. 
This  indicated  development  creates  the  “nervous  dispo¬ 
sition.”  The  conflicts  of  this  nervous  disposition  consist 
of  “intra-psychical”  tensions  which  are  released  by  both 
poles  and  a  permanent  anxiety  which  is  always  ready  to 
appear  in  an  acute  form  as  soon  as  the  stutterer  is  called 
upon  to  protect  his  extraordinarily  sensitive  personality 
(feeling). 

Psychogenetic  stuttering  always  originates  on  this 
foundation.  Inferiority-disposition,  in  which  the  child 
experiences  intensively  his  impotence  and,  in  relation 
therewith,  the  anxiety  tension,  serves  as  releasing  mo¬ 
ments.  The  tone-building  becomes  aggravated  under  the 
activity  of  these  intra-physical  tensions ;  sometimes  it  be- 
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comes  entirely  impossible,  with  the  result  that  the  auto¬ 
matic  course  of  the  speech  act  is  checked  or  entirely  in¬ 
hibited.  If  these  checks  are  repeated  on  other  occasions, 
the  child  becomes  an  easy  prey  to  the  dangerous  tend¬ 
ency  to  direct  his  attention  toward  his  difficult  speaking 
and  therewith  shifts  the  accent  from  the  “What?”  to 
the  “How?” 

Since  the  child’s  total  attitude  is  toward  security,  he 
anticipates  difficulties  in  speaking  and,  finally,  he  identi¬ 
fies  himself  to  a  certain  degree  with  his  symptom.  This 
identification  effect,  which  the  stutterer  is  not  conscious 
of,  must  be  regarded  as  most  dangerous.  For  in  this  un¬ 
conscious  process  the  speech  difficulty  is  always  experi¬ 
enced  as  if  it  exercised  over  him  an  absolute  dictatorship 
against  which  he  is  entirely  helpless. 


THERAPY 

When  there  is  agreement  in  the  fact  that  psycho- 
genetic  stuttering  is  the  result  of  a  compensatory  system 
of  security,  there  remains  no  doubt  that  all  attempts  to 
treat  the  external  symptoms  will  meet  with  no  success. 
All  methods  which  may  direct  the  stutterer’s  attention 
toward  breathing  or  separate  events  of  articulation  and 
voice-building  to  a  still  greater  extent  should  be  for¬ 
bidden,  since  we  know  that  these  immediately,  because 
of  his  anticipating  consciousness,  interrupt  the  automatic 
sequence  of  the  speech  act. 

Neither  will  relaxation  exercises  of  any  kind  be  suf¬ 
ficient  to  do  away  with  the  rigidly  moored  intrapsychical 
tensions,  for  such  measures  will  not  destroy  the  two  poles 
which  form  the  fundamental  orientation  of  the  stutterer 
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and  determine  his  entire  being.  Experience  has  taught 
that  educational  measures  will  never  obliterate  deeply 
imbedded  modes  of  reaction  which  were  created  by  inner 
distress.  Educational  acts  form  only  a  counterpart  of 
that  which  is  already  known  as  a  mistake  unless  the  re¬ 
lated  part  of  the  stutterer’s  dynamic  security  can  be  dis¬ 
solved  at  the  same  time.  Since  the  latter  almost  never 
happens,  it  is  the  fate  of  the  antithetical  substitute-attitude 
that  it  is  apperceived  in  the  old  security  system,  is 
changed  or  re-evaluated  more  or  less,  and  finally  be¬ 
comes  directed  toward  this  security.  The  only  purpose  of 
therapy,  therefore,  is  to  dissolve  the  complex  process  of 
ego-securities,  of  which  the  stuttering  is  a  mere  symptom. 
This  is  the  only  way  to  conquer  completely  these  speech 
difficulties.  That  means  to  the  stutterer  a  completely 
new  revolutionary  orientation.  He  has  to  learn  thor¬ 
oughly  to  abandon  his  egocentrical  form  of  apperception, 
to  view  subjectively  all  events  which  misled  him  to  relate 
all  separate  events  to  himself  as  subject — he  judged 
things  not  objectively  but  according  to  their  significance 
for  him  as  an  observer  from  the  viewpoint  of  these  se¬ 
curity-seeking  attitudes.  In  other  words,  he  has  to  get 
rid  of  his  “mental  inflation,”  which  was  founded  on  an 
infantile,  false  system  of  values  and  which  had  not  been 
corrected  in  later  years.  The  main  purpose  must  be  di¬ 
rected  toward  the  acquirement  by  the  stutterer  of  the 
“Socratic  method”  in  its  most  infinite  branches.  In  order 
to  achieve  this  he  must  strive  to  rid  himself  entirely  of 
his  useless  purposes  and  their  antithetical  thinking  and 
to  place  himself  regardless  upon  the  smooth  plane  of  pure 
acknowledgment.  That  is  not  easy  in  the  beginning,  since 
the  dynamics  of  ego-securities  attempt  to  force  the  voli- 
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tionary  intentions  always  again  in  the  direction  of  com¬ 
pensation.  By  correct  therapeutical  measures,  however, 
it  is  possible  to  increase  the  stutterer’s  immediate  recog¬ 
nition  to  such  an  extent  that  he  becomes  clearly  conscious 
of  the  contents  of  his  conflict-moments.  Such  a  conflict- 
moment  is  in  every  stuttering-paroxysm  between  the  an¬ 
tagonistic  voluntary  intentions;  and  the  content  is  the 
totality  of  anachronism  from  early  childhood  which  is 
released  by  the  momentary  speech-check  and  his  per¬ 
sonal  identification  with  these  “security  brakes.”  Then, 
too,  the  strongly  affective  aggressive  tendencies  overstep 
the  threshold  consciousness.  The  stutterer  becomes  con¬ 
vinced  of  Socrates’  deep  insight:  “True  insight  has  to 
follow  the  footsteps  of  virtue,”  which  means:  useless  at¬ 
titudes  should  dissolve  of  themselves  and  also  lead  to  a 
changing  over  of  the  will,  as  a  result  of  a  full  rational 
and  emotional  knowledge  of  mental  relations.  Such  a 
penetrating  action  can  be  expected  only  when  the  knowl¬ 
edge  which  appears  on  the  surface  in  the  case  of  conflict 
is  not  limited  to  the  intellect  but  spontaneously  sets  the 
feelings  in  motion  also.  There  will  be  a  direct  propor¬ 
tion  between  the  necessary  new  orientation  and  the  dis¬ 
solution  of  the  mental  checks  on  the  one  hand  and  the 
stutterer’s  willingness  to  face  his  life  tasks  unsecured. 
He  will  go  at  a  footpace  until  he  is  able  to  perceive 
clearly  that  his  infantile  automatisms  create  stop  signs 
and  achieve  a  similar  insight  in  the  fact  that  he  has 
played  a  role  in  their  creation. 

Suddenly  he  will  see  the  light  and  he  will  realize  that 
he  has  increased  the  infantile  feelings  of  impotence  in 
difficult  situations  in  order  to  put  on  the  speech-brakes 
in  a  more  effective  way — just  as  someone  else  uncon- 
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sciously  increases  his  depressions  in  order  to  prevent 
himself  from  acting. 

The  stutterer’s  improvement  becomes  more  rapid  as 
soon  as  he,  as  a  result  of  his  increasing  new  orientation, 
experiences  a  real  obliteration  of  his  speech  difficulties 
and  anxiety  tensions  in  an  unambiguous  way.  From  that 
moment  on  it  will  be  easier  for  him  to  welcome  every 
experience  emotionally,  to  get  away  from  the  old  static 
of  his  equilibrium  which  was  founded  upon  fictive  securi¬ 
ties,  and  to  adapt  himself  to  the  new  scheme  of  life.  He 
then  is  able  to  understand  in  detail  what  it  means  to  be 
freed  from  the  background  of  anxieties,  prejudices,  and 
false  evalutions — to  act  unconcernedly.  He  maintains 
his  fear  as  long  as  he  maintains  his  longing  for  security. 
Now  they  will  disappear  only  to  the  degree  in  which  his 
mental  discrepancies  are  dissolved  by  extensively  pro¬ 
found  insight. 

Unconcernedness  and  courage  to  live  will  appear  as 
self-evident  phenomena  with  the  disappearance  of  anxi¬ 
eties.  The  chief  value  achieved  by  this  therapy,  which 
has  been  briefly  indicated  in  outline  only,  has  to  be 
sought  undoubtedly  in  the  fact  that  the  stutterer  has  gone 
through  a  revolution  which  extended  to  his  total  person¬ 
ality.  This  revolution  has  revealed  to  him  the  real  values 
of  life  and,  in  so  doing,  has  obliterated  his  former  feel¬ 
ings  of  impotency. 
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E.  J.  Boome* 

London,  England 
THEORY 

Dr.  Boome,  principal  assistant  medical  officer,  Lon¬ 
don  County  Council,  considers  the  causes  of  stammering 
to  be  two:  the  endogenous  or  constitutional,  by  which 
the  child  inherits  neuropathic  tendencies  which  predis¬ 
pose  him  to  stammer;  and  the  exogenous  or  environ¬ 
mental  factors,  among  which  are  included  shock,  fright, 
illnesses,  and  strain.  The  instability  of  the  nervous  sys¬ 
tem  is  the  primary  cause  of  stammering,  while  the  en¬ 
vironmental  factors,  by  weakening  the  individual’s  physi¬ 
cal  and  psychical  resistance,  serve  to  reveal  the  latent 
tendency. 

Boome  holds  that  the  actual  stammer  is  not  inherited 
but  that  the  child  may  inherit  the  nervous  instability  of 
the  parents.  The  secondary  factors  will  then  contribute 
to  the  general  instability  of  the  nervous  system.  “In  fact, 
any  condition  of  debility  causing  a  badly  nourished  brain 
and  nervous  system  may  lead  to  an  irritable  condition 
of  the  nerve  centers  and  to  consequent  lack  of  muscular 
co-ordination  generally,  often  affecting  the  speech  mech- 

•  _  m 

amsm. 

The  stammerer,  whether  child  or  adult,  usually  lacks 
confidence,  is  introverted,  and  suffers  from  a  sense  of 
inadequacy.  Most  nervous  people  are  inclined  to  suffer 

*  This  digest  was  written  by  the  editor  of  this  compendium. 

1  E.  J.  Boome  and  M.  A.  Richardson,  The  Nature  and  Treatment  of 
Stammering  (E.  P.  Dutton  &  Co.,  New  York,  1932),  p.  18. 
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from  fears,  worries,  and  anxieties.  These  emotions  use 
up  far  more  nervous  energy  than  the  stammerer  can  af¬ 
ford  to  lose  without  grave  loss  of  stability.  The  stam¬ 
merer  may  not  be  aware  of  the  fear  which  is  causing  him 
to  stammer,  but  he  gives  conclusive  proof  of  its  existence 
in  the  tenseness  apparent  in  his  whole  person — muscular 
tension  is  the  direct  result  of  fear  of  any  kind. 

Among  the  secondary  or  environmental  factors 
Boome  lists  prenatal  and  postnatal  influences  as  often  af¬ 
fecting  the  nervous  system  of  the  child.  With  many 
stammerers  the  neuropathic  symptoms  are  directly  trace¬ 
able  to  excessive  worry  and  anxiety  on  the  part  of  the 
mother  during  pregnancy,  and  sometimes  to  careless 
handling  or  unfortunate  conditions  at  the  time  of  birth. 
Numerous  cases  show  onset  of  stammering  following 
childhood  diseases,  and  others  just  as  numerous  are  at¬ 
tributable  to  shock.  With  these  individuals,  however, 
the  cause  goes  far  beyond  the  incident  in  experience,  to 
a  general  nervous  instability. 

THERAPY 

In  treating  stammerers  Boome  advocates  relaxation 
plus  psychological  adjustment. 

The  first  objective  is  to  relieve  the  mental  strain  of 
the  stammerer.  By  practicing  deliberate  muscular  re¬ 
laxation  the  stammerer  can  gradually  gain  greater  ease 
of  mind,  restore  self-confidence,  and  eventually  elimi¬ 
nate  fear  of  speaking.  Thus  a  reconditioning  and  con¬ 
trol  of  the  neuromuscular  system  will  be  brought  about. 

The  basic  technique  of  relaxing  can  be  taught  only 
by  those  who  are  trained  and  who  can  themselves  relax. 
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A  short  period  of  each  training  session  is  devoted  to 
progressive  relaxation,  started  under  the  direction  of 
the  instructor  and  later  carried  on  by  the  individuals 
who  are  able  to  “think”  themselves  at  rest  with  help.  The 
general  health  and  the  emotional  stability  of  the  stutter¬ 
ers  improve  soon  after  the  work  is  started,  but  the  stam¬ 
mer  itself  is  sometimes  the  last  symptom  to  yield  to 
treatment. 

A  case  must  never  be  given  up  because  of  seeming 
slowness  of  progress.  No  stammer  is  incurable;  but  the 
temperamental  instability  of  some  stammerers  causes 
them  to  discontinue  the  treatment. 

Since  the  stammerer  is  already  obsessed  by  the  func¬ 
tioning  of  his  speech  mechanism,  his  attention  needs  to 
be  led  away  from  it  rather  than  toward  it.  Boome  is 
therefore  opposed  to  articulatory  exercises  and  unwar¬ 
ranted  deep-breathing  exercises.  “By  the  time  a  patient 
has  learned  to  relax  his  muscles  and  to  allow  his  breath¬ 
ing  mechanism  to  work  of  itself,  instead  of  forcing  it  to 
do  so,  he  has  relegated  it  to  its  rightful  sphere,  that  of 

*  *  992 

automatic  action. 

A  thorough  physical  examination  should  precede 
therapy,  and  physical  defects  should  be  corrected  when¬ 
ever  possible.  After  the  therapist  has  studied  the  pa¬ 
tient’s  case  history,  his  environment  and  general  be¬ 
havior,  he  ascertains  ways  in  which  he  can  bring  about 
psychological  adjustment.  Suggestion  is  very  essential 
in  treating  stammering — not  only  suggestion  in  group 
treatment  for  mental  and  physical  relaxation  but  also 
positive  autosuggestion  to  divert  the  patient’s  mind  from 
his  old  fears  of  speaking.  Through  autosuggestion,  this 

2  Ibid.,  p.  86. 
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feeling  of  ease  may  be  carried  over  into  everyday  speak¬ 
ing  situations. 

In  the  class  groups  the  relaxation  exercises  are  fol¬ 
lowed  by  smooth  rhythmic  breathing  involving  no  effort 
or  strain.  During  the  speech  games  and  recitations  which 
follow,  the  feeling  of  relaxation  is  maintained. 

The  treatment  of  speech  disorders  should  be  directly 
under  the  supervision  of  school  medical  and  educational 
authorities.  Stuttering  children  profit  by  group  training 
which  involves  as  little  interference  with  their  normal 
routines  as  possible. 
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W.  A.  Carot 

London,  England 


THEORY 

In  dealing  with  the  theory  of  causes  and  the  subse¬ 
quent  development  of  stammering,  it  is  necessary  first 
to  clear  up  one  point  about  which  there  is  a  general  mis¬ 
apprehension — that  stammering  is  merely  a  symptom  of 
a  generally  neurotic  disposition.  In  point  of  fact,  stam¬ 
mering  is  a  deeply  rooted  habit. 

Any  psychiatrist  or,  indeed,  schoolmaster  would 
agree  that  out  of  a  hundred  high-strung  or  neurotic  per¬ 
sons  only  a  small  percentage  will  stammer,  and  that  stam¬ 
mering  is  by  no  means  a  universal  symptom  of  a  general 
neurotic  condition.  Of  one  hundred  stammerers  and  one 
hundred  nonstammerers  roughly  the  same  number  will 
be  potentially  nervous  in  both  sections.  Stammerers 
will,  as  a  general  rule,  become  more  nervous;  but  they 
would  not  start  by  being  so,  and  the  nervousness  would 
not  develop  if  it  were  not  for  the  stammering.  In  other 
words,  in  these  cases  it  is  the  stammering  which  makes 
the  subject  nervous,  not  the  nervousness  which  causes  the 
stammering.  From  this  it  follows  that  if  the  stammering 
is  removed  the  nervous  equilibrium  has  every  chance  of 
readjusting  itself.  Thus  stammering  is  a  habit  originat¬ 
ing  from  a  first  shock. 

Of  the  root  causes  we  find  by  statistics  that  80  per 
cent  of  the  cases  are  caused  by  the  wrong  bringing  up 
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of  children — not  as  the  result  of  deliberate  unkindness 
but  rather  from  a  general  lack  of  knowledge  as  to  the 
working  of  the  child  mentality.  Ten  per  cent  are  due  to 
heredity  (predisposition).  And  the  remaining  10  per 
cent  include  the  following  subdivisions:  (a)  imitation; 
( b )  organic  illness;  (c)  shock  in  later  life;  ( d )  negative 
fairy  tales. 

Since  the  first  shock  may  be  due  to  one  of  these  rea¬ 
sons  (or  causes),  it  follows  that  the  child  who  becomes  a 
stammerer  must  have  a  predisposition  which  makes  him 
susceptible  in  this  particular  way.  For,  we  must  admit, 
few  children  are  fortunate  enough  to  escape  shock  or 
fear  from  one  of  these  causes  and  yet  only  a  small  per¬ 
centage  are  stammerers. 

The  reason  for  this  is  that  each  child  has  certain 
nerve  centers  which  are  more  susceptible  than  others 

and  it  is  these  weakest  spots  which  will  most  easily  be 

% 

affected  by  the  shock,  with  the  resulting  maladjustment. 
These  nerve  centers  may  roughly  be  summarized  as  fol¬ 
lows:  (1)  the  stomach  (resulting  in  nervous  dyspepsia) ; 
(2)  the  bladder  (inability  to  control  the  secretion) ;  (3) 
the  heart  (nervous  palpitations);  (4)  the  sweat  glands 
(nervous  perspiration  and  blushing) ;  (5)  the  eyes  (nerv¬ 
ous  headache  and  eyestrain);  (6)  the  organs  of  speech 
(stammering  and  all  forms  of  speech  fright). 

If  we  realize  that  it  is  the  weakest  of  these  that  the 
first  shock  will  affect,  we  can  more  easily  understand 
why  only  a  small  percentage  of  children  stammer.  The 
first  shock  causes  the  initial  stammer,  and  this  gradually 
increases  until  one  day  the  child  in  question  becomes 
conscious  of  the  fact  and  has  the  firm  conviction — “I  am 
a  stammerer.” 
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THERAPY 

To  eliminate  the  stammer  we  must  first  trace  its 
growth  and  then  lead  the  patient  out  of  his  troubles  in  a 
natural  way,  our  ultimate  aim  being  the  changing  of  his 
conviction  by  positive  results. 

Stammering  must  be  treated  in  three  ways: 

First,  the  physical  defect  (i.e.,  the  faltering  which 
one  hears)  must  be  removed. 

Second,  the  mental  viewpoint  of  the  patient  with  re¬ 
gard  to  speaking  must  be  altered. 

Third,  the  feeling  of  nervousness  which  has  arisen  as 
a  result  of  the  stammer  must  be  eliminated. 

I  will  deal  with  these  points  separately,  and  in  order. 

Point  1.  To  remove  the  symptoms,  many  methods, 
such  as  breathing  exercises  and  palate  exercises,  have 
been  tried  in  the  past.  These  have  in  many  cases  been 
partially  successful.  The  reason  why,  in  my  opinion, 
they  fail  is  that  it  is  useless  to  substitute  one  abnormal 
way  of  speaking  for  another. 

I  would  suggest  that  the  patient  be  taught  rules  which 
are  an  analysis  of  perfect  speaking,  arranged  in  a  par¬ 
ticular  way  to  help  a  person  who  stammers  and  giving 
him  something  tangible  on  which  to  focus  his  mind.  But 
these  rules,  however  they  may  be  devised,  in  order  to 
effect  a  complete  cure,  should  not  violate  any  natural  law. 

Point  2.  The  stammerer  will,  of  course,  have  a  sense 
of  speech  inferiority  and  will  have  developed  a  high 
degree  of  introspection  concerning  his  own  deficiencies. 

To  change  this,  he  must  be  trained  to  regard  speaking 
objectively,  to  analyze  the  difference  between  good 
speech  and  bad  speech  in  the  people  with  whom  he  comes 
into  daily  contact,  and  to  analyze  the  technique  of  public 
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speakers,  actors,  salesmen — in  fact,  anyone  who  relies 
upon  his  voice  for  a  means  of  livelihood. 

Point  3.  Judging  by  my  experience,  the  degree  of 
nervousness  varies  enormously  in  individual  cases.  In 
some  cases  the  mere  fact  of  improved  speech  is  sufficient 
to  remove  all  nervousness,  and  these  people  frequently 
become  even  rather  aggressively  self-expressive.  If  this  is 
the  case,  the  therapist  can  do  no  better  than  to  let  well 
enough  alone.  If,  however,  the  stammering  has  caused, 
or  is  allied  to,  a  highly  nervous  and  negative  attitude 
toward  life,  then  psychoanalysis  is  certainly  necessary. 
This  can  be  carried  out  in  the  same  treatment  or  in  con¬ 
junction  with  a  psychoanalyst  who  is  conversant  with 
the  methods  already  employed  by  the  speech  therapist. 

In  conclusion,  I  would  say  that,  correctly  treated,  all 
stammering  can  be  cured  providing  the  person  in  ques¬ 
tion  has  the  desire  to  be  rid  of  the  stammer.  This  desire 
is  necessary,  as  in  all  cases  there  must  be  close  co-opera¬ 
tion  between  the  stutterer  and  the  therapist  if  successful 
results  are  to  be  obtained. 
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Emil  Froeschels,  M.D.* 

New  York  City 

(Formerly  Director  of  Speech  Clinic  at  the  University  of  Vienna) 

THEORY 

Dr.  Froeschels  believes  that  the  investigation  of  the 
functional  troubles  of  stuttering  seems  to  open  the  way 
to  important  psychological  conclusions.  His  experience 
with  about  sixteen  thousand  stutterers  shows  that  the 
start  of  the  speech  impediment  is  characterized  only  by 
repetitions  of  syllables  or  short  words.  The  breathing  is 
normal.  The  iterations  appear  in  the  speech  of  many 
children,  generally  in  the  fourth  or  fifth  year.  They  are 
a  sign  of  an  incongruity  between  the  speech  temperament 
and  the  ability  to  find  the  right  words  or  the  grammatical 
forms.  Under  favorable  conditions  they  disappear  within 
a  few  weeks  or  months. 

In  a  small  percentage  of  children  they  persist,  be¬ 
coming  habitual  and  subject  to  self-observation.  At¬ 
tempts  to  overcome  the  repetitions  by  increased  force  in 
the  articulatory  muscles  begin  to  appear  and  are  most 
harmful.  The  child  begins  to  press  the  lips  and  to  tense 
the  tongue  and  vocal  cords.  Therefore,  the  second  symp¬ 
tom  of  stuttering  is  the  mixture  of  the  simple  repetitions 
with  hyperfunctions.  One  may  call  the  repetitions  “clo¬ 
nus,”  the  hyperfunctions  “tonus,”  and  the  mixture, 
“tonoclonus.”  In  this  stage  the  pronunciations  of  tono¬ 
clonic  letters  and  syllables  are  slower  and  more  pro- 

*  This  resume,  written  by  the  editor,  has  been  edited  by  Dr. 
Froeschels. 
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longed  than  the  pronunciations  of  the  letters  and  the 
syllables  pronounced  normally.  This  is  the  time  of  the 
first  appearence  of  abnormal  respiration  during  the  at¬ 
tacks  and,  in  a  small  number  of  cases,  grimaces  and  stiff¬ 
ening  of  other  voluntary  muscles  of  the  body.  The  tonic 
symptom  gradually  becomes  more  obvious,  and  certain 
attacks  are  tonic  without  repetitions.  It  is  remarkable 
that  graphic  methods  sometimes  show  feeble  cloni  which 
are  nearly  totally  suppressed  by  the  tonic  force.  The 
grimaces  and  contractions  of  the  other  muscles  of  the 
body,  mentioned  above,  are  called  accompanying  move¬ 
ments. 

Several  months  or  even  years  after  its  first  appear¬ 
ance  the  pure  tonus  slackens  the  pronunciation,  and  we 
may  then  have  the  slow  tonus.  The  tonus  produces  a  very 
apparent  change  in  the  respiration.  The  pneumographic 
picture  becomes  always  more  violent,  partly  because  the 
patient  tries  to  aid  himself  with  forcible  inhalation  and 
exhalation,  not  knowing  that  his  fruitless  attempts  to 
overcome  the  difficulties  are  in  fact  the  source  of  these 
difficulties.  Also  very  superficial  inspirations  and  ex¬ 
pirations,  generally  during  the  stoppage,  are  character¬ 
istic.  The  accompanying  movements  may  turn  the  atten¬ 
tion  from  the  speech;  since  this  attention  is  the  very  cause 
of  the  stoppages,  the  speech  difficulties  may  disappear 
during  the  accompanying  movements.  From  this  moment, 
the  stutterer  believes  he  has  found  a  help  and  he  there¬ 
fore  may  use  these  accompanying  movements  arbitrarily. 
In  connection  with  this  experience,  he  begins  to  use  simi¬ 
lar  movements  of  muscles  of  articulation  and  of  the 
larynx  on  letters,  syllables,  and  words. 

After  several  years  we  see  and  hear  very  fast  and 
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very  slow  tonocloni  and  even  rapid  cloni.  The  latter  are 
the  result  of  long  experience,  while  the  fast  and  slow 
tonocloni  are  another  help  used  by  the  patient. 

In  Froeschels’  opinion  the  whole  structure  called 
stuttering  is,  at  least  in  the  early  stages,  an  arbitrary  at¬ 
tempt  to  fight  against  an  imagined  enemy.  In  each  stage 
all  of  the  stuttering  movements  have  a  certain  relation¬ 
ship  to  the  will.  This  concept  of  the  speech  impediment 
tends  to  explain  the  fact  that  there  are  no  two  stutterers 
with  completely  identical  symptoms.  Even  the  slightest 
common  organic  defect  in  the  central  nervous  system  or 
the  peripheral  system  would  produce  identical  symp¬ 
toms,  at  least  in  a  large  number  of  cases.  The  symptoms 
of  stuttering  can  be  classified  into  the  groups  of  tonus, 
clonus,  etc.,  because  speech  can  be  modified  in  only  a 
few  ways.  The  voice  can  be  stronger  or  weaker,  more  or 
less  modulated  than  normally,  or  can  take  up  more  or 
less  time  than  normally;  the  articulation  can  be  stronger 
or  weaker,  longer  or  shorter  than  the  norm,  and  can  be 
repeated,  or  the  voice  and  the  articulation  can  be  totally 
interrupted. 

Generally  at  the  time  of  puberty  the  stage  which 
Froeschels  calls  “the  hidden  stuttering”  appears.  The 
patient  tries  to  substitute  the  less  apparent  for  the  more 
apparent  symptoms.  As  the  patient  grows  older,  he  be¬ 
comes  skillful  in  avoiding  difficult  words  and  in  using 
starters  in  less  obvious  places. 

In  answer  to  the  question  frequently  raised  as  to 
why  children  can  whisper  or  sing  without  stuttering, 
Froeschels  states  that  these  are  not  habitual  forms  of 
expression.  If  the  stutterer  were  required  to  whisper 
or  sing  continually  instead  of  speaking,  no  doubt  stut- 
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tering  would  develop.  Moreover,  the  statement  that  stut¬ 
tering  does  not  occur  during  whispering  and  singing 
does  not  hold  true  for  all  stutterers,  and  a  greater  pro¬ 
portion  of  stutterers  can  sing  than  can  whisper  without 
stuttering. 

In  the  traumatic  cases  (cases  of  stuttering  resulting 
from  a  violent  injury,  such  as  an  explosion,  shell  shock, 
etc.),  the  physical  and  tonic  signs,  accompanying  move¬ 
ments,  fear  of  speech,  and  the  avoidance  reactions  are 
all  present. 

Froeschels  calls  stuttering  “dissociative  aphasia.” 
He  believes  there  is  a  disturbance  of  the  thought  proc¬ 
esses,  a  deficiency  in  word  finding  and  sentence  forma¬ 
tion,  and,  later  on,  an  interference  between  the  ideas 
which  the  patient  wants  to  utter  and  ideas  of  existing 
difficulties.  At  the  onset  the  causes  are  largely  physio¬ 
logical  in  nature  (because  about  eighty  per  cent  of 
children  pass  through  a  short  period  of  syllable-repeat¬ 
ing)  ;  but,  as  time  passes,  psychological  reactions  de¬ 
velop  which  may  be  considered  a  form  of  psycho¬ 
neurosis.  Froeschels  finds  considerable  evidence  that  the 
affliction  is  linked  up  with  subconscious  volition,  the  will 
to  stutter.  In  a  communication  to  the  editor,  Froeschels 
says: 

I  do  not  underrate  the  remarkable  results  of  experimental 
psychological  investigations,  of  the  examination  of  the  metabo¬ 
lism,  the  irregularities  of  the  heart  and  the  pulse,  and  of  the 
minute  investigations  of  handedness,  eyedness,  reflexes  and 
capillaries.  But  I  think  that  we  cannot  decide  that  all  these 
findings  are  characteristic  of  stuttering  as  long  as  there  are  not 
sufficient  analogous  investigations  of  other  kinds  of  nervousness 
and  as  long  as  the  same  examinations  are  not  made  in  the 
different  states  of  the  development  of  stuttering  and  especially 
in  the  very  early  stages  of  stuttering. 
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I  personally  would  rather  not  believe  that  any  somatic  ab¬ 
normality  forms  the  basis  for  the  neurosis  called  stuttering.  If 
a  really  anatomical  basis  did  exist,  the  question  would  arise  as 
to  why  so  few  stutterers  have  difficulties  in  the  middle  of  a 
word.  Why  should  the  unfavorable  influence  of  any  anatomical 
or  chemical  basis  so  often  operate  at  the  same  letters  but  cease 
operating  on  the  same  letters  if  they  do  not  appear  initially? 

THERAPY 

Froeschels  presents  a  statement  of  his  therapy: 

“I  have  the  method  of  ‘Breath-chewing’  for  stutterers 
in  the  therapy  which  I  have  used  in  my  clinic  ambula- 
torium  of  late  years.  The  patient  is  asked  to  make  tone¬ 
less,  savage-like  eating  movements,  at  first  by  opening 
his  mouth  and  using  extensive  movements  of  his  lips  and 
tongue,  then  accompanying  the  eating  movements  by 
sounds  of  breathing  out.  One  must  be  very  careful  that 
he  does  not  produce  the  stereotyped  ‘nga-nga-nga’  or 
mamamama’  but  really  accepts  the  psychical  situation 
of  wanting  to  chew  some  food.  Thus  we  seize  upon  a 
physiological  function  which,  in  the  details  of  action,  is 
completely  unpremeditated  and  which,  on  the  other 
hand,  presents  a  far-reaching  similarity  to  speech,  since 
one  can  eat  and  speak  with  the  same  muscles.  Thus  the 
patient  actually  ‘chews  his  breath.’  The  foundation  of 
the  method  is  then  a  complete  diversion  of  the  patient 
from  the  details  of  his  articulation  on  the  basis  of  iden¬ 
tical  comprehension  of  the  whole  procedure  of  speech. 

“The  obvious  point  of  the  method  is  the  actual  sub¬ 
stitution  of  a  completely  unpremeditated  or  automatic 
movement  (i.e.,  eating),  which,  however,  does  not  al¬ 
ways  succeed  with  the  first  attempt.  Often  the  thera¬ 
peutist  must  first  demonstrate;  but  he  must  always  be 
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very  careful  that  the  ensuing  psychical  substitution  is 
not  disturbed  by  any  secondary  distractions.  It  would 
be  all  wrong  to  wish  to  reach  this  substitution  gradually 
and  progressively.  So  we  let  the  patient  ‘chew  his  breath’ 
about  ten  or  twelve  times  a  day  for  half  a  minute,  with 
the  expressly  emphasized  purpose  that  he  is  not  to  drill 
upon  something  but  merely  to  call  up  the  thought  of  the 
identity  of  speech  movements  and  chewing  movements 
again  and  again. 

“Very  soon  the  inner  and  outer  procedure  can  be 
carried  over  to  speech.  The  best  way  to  do  this  is  to  have 
him  chew  his  breath  and,  with  the  same  attitude  toward 
speaking  as  toward  chewing,  speak  and  read  words. 

“The  cure  for  stuttering  can  be  estimated  to  take  an 
average  of  two  or  three  months  in  the  clinic.  However, 
the  achievement  of  good  speech  outside  the  clinic  will 
sometimes  take  as  long  as  is  necessary  to  establish  the 
correct  speech-behavior  patterns  and  right  substitution 
in  all  speech  situations.  Besides  strikingly  rapid  cures 
of  two  or  three  weeks,  we  have  also  several  cases  on 
record  whose  cures  have  required  months.  These  special 
cases  usually  necessitated  a  profoundly  psychological 
treatment.  There  were  even  several  cases,  though  these 
are  rare,  which  have  defied  our  method.  The  method  of 
breath-chewing  has  shown  such  value  as  a  stuttering 
therapy  that  it  has  become  the  chosen  method  in  my  clinic 
in  recent  years.  A  general  psychotherapy  is  also  neces¬ 
sary  in  many  cases.” 
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Max  Nadoleczny,  M.D.* 

University  of  Munich 

THEORY 

Professor  Max  Nadoleczny,  of  the  University  of 
Munich,  is  regarded  as  one  of  the  foremost  authorities 
in  speech  and  voice  pathology  in  Europe.  Though  a 
Swiss  citizen,  he  has  carried  on  his  life’s  work  in  Ger¬ 
many.  He  had  been  associated  with  the  late  Professor 
Gutzmann  of  Berlin,  whose  researches  made  him  the 
founder  of  a  science  of  voice  and  speech  therapy.  After 
Dr.  Gutzmann’s  death  Professor  Nadoleczny  carried  on 
the  work  in  his  teacher’s  spirit,  and  one  cannot  write 
about  the  one  without  mentioning  the  other. 

In  regard  to  stuttering,  the  methods  of  the  German 
school  have  been  characterized  by  some  people  as  me¬ 
chanical  and  materialistic.  However,  their  methods  are 
founded  upon  scientific  fact. 

If  one  follows  Professor  Nadoleczny’s  careful  evalu¬ 
ation  of  researches  up  to  date,  one  not  only  comes  to  a 
very  good  understanding  of  his  own  teachings  in  regard 
to  stuttering  but  also  one  can  see  why  he  applies  the 
measuring  rod  of  scientific  criticism  to  some  of  the 
better-known  theories.  For  example,  as  to  Froeschels’ 
theory  of  the  chronological  development  of  the  different 
stages  of  stuttering  in  a  regular  defined  course,  he  says: 
“Stuttering  would  not  be  a  neurosis  if  it  would  fit  into  a 
conventional  pattern  of  development.”  To  the  followers 

*  This  manuscript  was  submitted  at  the  request  of  Dr.  Nadoleczny 
by  one  of  his  former  students,  Mrs.  Hedwig  Sporleder. 
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of  Freud  and  Adler  he  says:  “It  is  not  surprising  that 
the  followers  of  the  two  movements  of  psychoanalysis 
should  take  a  definite  attitude  toward  stuttering  and 
use  therapeutic  measures  according  to  their  theories. 
They  may  happen  to  strike  the  right  therapy  in  a  single 
case,  but  they  generalize  in  a  one-sided  and  doctrinal 
way.  Why  should  the  so-called  feeling  of  organ  inferior¬ 
ity  reach  such  a  degree  as  to  be  unbearable?  Why  does 
it  lead  to  stuttering?  Why  does  one  stubborn  child  rebel 
by  stuttering  and  another  stubborn  child  by  not  stutter¬ 
ing?  Why  do  not  all  those  who  suck  their  thumbs  stut¬ 
ter?” 

The  following  are  Professor  Nadoleczny’s  own  ideas 
on  stuttering.  He  defines  it  as  “the  real  great  speech- 
neurosis.”  “It  is  a  neurosis  that,  according  to  its  symp¬ 
toms,  one  could  call  a  spastic  (spasm-like)  co-ordination 
neurosis,  whose  basic  cause  is  an  inherited  tendency 
toward  the  disease  (may  be  traced  in  one-half  of  the 
cases).”  In  other  words,  “A  nervous  reaction  in  regard 
to  speech  co-ordination  caused  by  the  nature  of  the 
stutterer’s  constitution,  where  psychical  and  physical 
disturbances  are  rather  hopelessly  entangled  (Bumke).” 
Referring  to  Gutzmann,  in  whose  works  the  idea  is  simi¬ 
larly  expressed,  Professor  Nadoleczny  says:  “In  his 
works  the  pathophysical  symptoms  (co-ordination)  and 
the  psychological  symptoms  (neurosis)  of  stuttering  are 
considered  as  such.  The  definition  of  ‘spastic  co-ordina¬ 
tion  neurosis’  embraces  both  theories.  Thus  Gutzmann 
never  advanced  a  theory  of  genuine  spasms.” 

The  numerous  forms  in  which  stuttering  shows  itself 
are  determined  by  the  way  in  which  each  single  stutterer 
tries  to  overcome  the  disturbance  at  the  very  moment 
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when  he  begins  to  stutter.  The  immediate  cause  of  stut¬ 
tering,  therefore,  is  the  shorter  or  longer  struggle  with 
his  own  neurosis  in  which  the  stutterer  becomes  involved. 
This  struggle  is  displayed  in  the  whole  symptomology 
of  stuttering  and  is  well  known  to  every  therapeutist. 

In  all  muscle  groups  used  for  the  speech  act — in 
breathing,  in  production  of  voice,  and  in  pronunciation, 
as  in  all  manners  of  speech — there  are  tonic  and  clonic 
disturbances.  There  are  also  co-movements,  disturb¬ 
ances  of  the  formal  structure  of  speech,  and  all  sorts  of 
psychic  and  nervous  inhibitions. 

The  following  is  a  condensed  symptomology  found 
in  Nadoleczny’s  reference  books: 

1.  Faulty  breathing 

2.  Faulty  movements  of  larynx 

3.  Loss  of  co-ordination  relationship  of  speech  muscles 

4.  Pitch,  speech,  and  rhythm  situations  influencing  stut¬ 
tering 

5.  Emotions,  playing  a  great  part 

6.  Co-movements  (blinking,  distortion  of  mouth,  etc.) 

7.  The  relationship  of  stuttering  to  other  speech  de¬ 
fects,  as  sound  substitution,  cluttering  speech,  and 
agrammatism 

8.  Blushing,  dilation  of  pupils,  perspiration,  trembling, 
excitement 

9.  Other  neuropathic  symptoms — abnormally  strong  ex¬ 
citation,  anxiety,  fatigue,  distraction 

“What,  then,  is  the  native  and  often  inherited  pre¬ 
disposition  toward  the  disease?”  asks  Professor  Nado- 
leczny.  Kussmaul  and  Gutzmann  speak  of  an  “irritable 
weakness  of  the  co-ordination  speech  apparatus.”  Adler 
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speaks  of  an  “organ  inferiority,”  Schilder  of  a  “stria¬ 
tum  neurosis,”  Von  Weitzsaecker  of  a  “neurotic  choice 
of  organ.”  Building  from  this  theory,  von  Stockert  em¬ 
phasizes  the  “special  functional  organ-sensitiveness  of 
central  secondary  co-ordination-mechanisms  for  all  ef¬ 
forts  toward  attention.”  These  are  descriptions  and  at¬ 
tempts  to  explain  this  predisposition  to  disease  of  which 
we  know  nothing  definite.  Should  we  understand  it  as 
purely  psychic?  That  would  not  correspond  to  the  stand¬ 
ard  of  modern  science;  for,  as  Bumke  says,  “No  one 
today  believes  in  psychic  or  nervous  diseases  without 
physical  correlations.” 

“No  psychic  processes  are  thought  to  be  possible 
without  physical  accompanying  processes,”  says  Troem- 
ner.  At  this  time,  especially,  when  the  correlation  of 
physical  structure  and  character  (Kretschmer)  is  much 
better  recognized  and  more  appreciated  than  ever,  we 
have  to  acknowledge  the  correlation  of  psychic-physical 
processes  also  in  the  field  of  neurosis.  Therapeutists 
have  an  explanation  of  the  origin  of  a  neurosis  in  gen¬ 
eral  and  of  stuttering  in  particular.  The  hypothesis  they 
choose  is  dependent  on  the  philosophy  and  psychology 
current  at  the  time.  In  this  sense  these  hypotheses  have 
their  own  subjective  validity. 

“A  psychiatrist  who  guides  others  to  help  them 
master  their  distress  will  be  confronted  daily  with  ques¬ 
tions  which  absolutely  should  be  answered,  but  which 
cannot  be  answered  by  the  wisest  man.  Those  who  come 
for  guidance  are  naturally  not  critical.  They  are  even 
less  critical  voluntarily  if  the  therapeutist  already  has 
a  large  following.  It  is  therefore  not  easy  for  the  latter 
to  stay  rational  and  critical.  Contradictions  may  arise, 


140  STUTTERING:  THEORIES  AND  THERAPIES 


for  not  all  clients  are  served  by  the  same  answer  to  the 
same  question.  Hence  many  a  psychiatrist  slides  into 
dialectics  and  relativism — about  which  one  may  think 
as  one  wishes,  but  which  science  surely  cannot  recog- 

•  771 

mze. 


THERAPY 

Professor  Nadoleczny  emphasizes  that  all  therapy 
must  be  first  of  all  psychically  re-educational,  so  that  it 
will  change  the  personality  of  the  stutterer  by  freeing 
him  from  inhibitions.  In  the  treatment  of  other  kinds 
of  neuroses  the  method  of  giving  certain  exercises  has 
been  most  beneficial.  Stuttering  is  no  exception  to  this 
rule.  The  stutterer  learns  to  conquer  his  disturbances 
of  speech  through  a  system  of  right  breathing  exercises, 
exercises  for  right  speech,  right  pitch,  change  of  rhythm, 
and  relaxation. 

These  exercises  must  be  educationally  suggestive 
and  must  be  of  psychotherapeutic  value.  The  personality 
of  the  therapeutist  and  his  relationship  to  the  patient  are 
of  greater  value  than  the  therapeutic  method  itself,  in 
which,  however,  both  must  believe  firmly.  It  is  unim¬ 
portant  where  a  beginning  is  made.  Whether  one  starts 
with  the  metronome,  with  repeating,  with  speaking  to¬ 
gether,  with  speaking  nonsense  syllables  without  rhythm 
or  accent,  or  with  “chewing  air”  (Froeschels),  there  is 
always  a  change  of  speech  rhythm. 

As  Professor  Nadoleczny  works  in  one  of  the  fore¬ 
most  hospitals  in  Europe,  it  is  of  course  understood  that 
his  therapeutic  measures  are  those  of  a  psychiatrist.  He 

1  Bumke,  Die  Psychoanalyse  und  ihre  Kinder  (Verlag  Springer, 
Berlin,  1938). 
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takes  into  consideration  the  human  being  as  a  whole.  His 
examinations  are  therefore  physical  and  psychological, 
and  his  treatment  is  carefully  adjusted  to  the  physical, 
psychological,  and  mental  needs  of  the  individual  pa¬ 
tient.  Relapses  occur  in  stuttering  as  they  do  in  all 
neuroses.  Therefore  one  can  speak  of  a  cure  only  if 
after  a  number  of  years  no  relapse  has  occurred.  Pro¬ 
fessor  Nadoleczny  does  not  consider  of  much  value  sta¬ 
tistics  of  results  achieved  by  special  classes  and  schools. 
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Edward  Pichon,  M.D. 
and 

Mine  Borel-Maisonny 

Paris,  France 

THEORY 

Dr.  Edward  Pichon,  physician  of  Paris  Hospitals, 
Chief  of  the  Special  Psycho-pediatric  Consultation  at 
the  Bretonneau  Hospital,  and  his  collaborator,  Mme 
Borel-Maisonny,  specializing  in  the  re-education  of 
speech,  have  elaborated  a  theory  of  stuttering,  according 
to  which  the  essential  generating  disturbance  of  this  dis¬ 
ease  is  the  lingui-speculative  insufficiency ,  i.e.,  the  diffi¬ 
culty  of  casting  one’s  thought  into  the  mold  of  linguistic 
expression. 

It  is  important  not  to  be  led  into  error  by  associated 
movements,  respiratory  and  especially  diaphragmatic 
disturbances,  and  vasomotor  accidents  presented  by  se¬ 
vere  stutterers.  This  syndrome,  which  Dr.  Pichon  and 
Mme  Borel-Maisonny  describe  under  the  name  of  “bal- 
bism,”  is  essentially  a  secondary  one.  Any  treatment 
chiefly  directed  toward  this  defect  is  condemned  to  re¬ 
main  ineffective.  But  this  is  not  all.  The  stuttering  act, 
a  disorder  which  causes  the  repetition  of  syllables,  stum¬ 
bling  and  stopping  before  some  of  them,  and  which 
clinically  characterizes  the  stuttering,  is  equally  to  be 
considered  only  a  secondary  effect. 

The  most  important,  according  to  Dr.  Pichon  and 
Mme  Borel-Maisonny,  is  that  stuttering  can  be  developed 
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only  on  the  ground  of  spluttering ,  i.e.,  of  a  lingui-specu- 
lative  insufficiency.  The  subject  has  not  acquired,  in  a 
normal  way,  the  faculty  of  casting  his  thoughts  into 
melodized,  vocabulated,  and  syntactized  language,  and 
of  leaving  thereafter  to  his  regulative  automatisms  the 
care  of  saying  his  sentences.  He  throws  himself  into  an 
immature  elocution  and,  from  this  moment,  articulates 
imperfect  phrases,  incoherent  as  to  their  melody  and 
syntax. 

In  respect  of  melody,  he  utters  jerky  bits,  which  re¬ 
main  in  suspense,  instead  of  melodiously  and  properly 
designed  sentences,  ending  in  a  correct  resolutive  ca¬ 
dency.  As  to  the  syntax,  he  starts  over  and  over  again, 
interrupting  the  constructions  already  begun  so  as  to 
use  new  ones.  It  is  precisely  toward  these  original  de¬ 
fects  that  every  effort  has  to  be  directed  in  order  to 
obtain  efficient  therapeutics  for  stuttering. 

In  fact,  stuttering  is  but  spluttering  that  has  been 
strained,  hurried,  and  mismanaged  under  the  pressure 
of  environments  or  by  inefficient  efforts  on  the  part  of 
the  patient  himself.  Thus  the  etiological  study  of  stut¬ 
tering  amounts,  on  one  side,  to  the  research  of  the  causes 
of  this  lingui-speculative  insufficiency  and  on  the  other 
side  to  the  study  of  the  factors  of  mismanagement  of 
the  insufficiency. 

Dr.  Pichon  and  his  collaborator  do  not  deny  that 
heredity  may  intervene  in  this  matter;  they  are  willing 
to  take  into  consideration  the  part  of  the  inter-hemi¬ 
spheric  struggle  in  the  linguistic  command  of  left-handed 
subjects.  But  they  draw  most  particular  attention  to 
bilinguism ,  which  prevents  the  thought  from  being  cast, 
as  immediately  as  in  the  normal  state,  into  the  linguistic 
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mold;  also  to  family  conflicts ,  which  disturb  the  normal 
appetency  of  the  child  toward  speech  as  well  as  his  apti¬ 
tude  to  organize,  with  necessary  calmness,  his  linguistic 
functions;  and,  finally,  to  global  intellectual  insuffi¬ 
ciency ,  which  surely  cannot  leave  unaffected  the  delicate 
sphere  of  speech. 

On  the  other  hand,  the  clinic  frequently  enables  us 
to  ascertain  that,  by  sudden  and  injudicious  requests  on 
the  part  of  parents,  or  even  by  badly  conducted  thera¬ 
peutic  re-education,  the  simple  retensions  of  speech  are 
transformed  into  stuttering. 

The  establishment  of  correct  therapeutics  requires, 
above  all,  that  no  action  be  taken  in  a  false  direction. 
Therefore  a  thoroughly  studied  diagnosis  lies  at  the  base 
of  any  re-education.  There  is  no  need  to  refer  here  once 
more  to  the  diagnosis  between  stuttering  and  dysphemias 
of  a  neurological  character;  everybody  is  more  or  less 
in  agreement  in  this  respect.  But  Dr.  Pichon  and  Mme 
Borel-Maisonny  particularly  insist  on  the  two  following 
diagnoses:  that  of  a  psycho-linguistic  perturbation , 
which  sometimes  seizes  severe  stutterers,  and  the  absence 
of  comitials;  and  the  diagnosis  between  jabbering  and 
spluttering-stuttering. 

The  Vienna  School,  which  has  perceived  so  many 
points  in  this  matter,  seems  now  to  confuse  jabbering 
and  spluttering.  This  confusion  has  to  be  carefully 
avoided.  Jabbering  is  simply  bad  articulation.  The 
jabberer  is  no  splutterer;  his  thought  is  properly  formu¬ 
lated  into  speech,  but  he  wants  to  express  it  too  rapidly; 
he  is  asking  too  much  of  his  neurologic  keyboard  of  real¬ 
ization;  as  a  result  he  forms  his  phonemes  and  syllables 
in  a  defective  way  and  renders  his  words  unintelligible. 
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The  distinction  between  jabbering  and  spluttering- 
stuttering  is  indispensable  because,  whereas  the  jabberer 
greatly  improves  his  delivery  by  paying  due  attention  to 
it,  stuttering  and  balbism  get  distinctly  worse  if  the  stut¬ 
terer  is  prompted  to  survey  the  articulatory  realization 
of  his  elocution. 


THERAPY 

The  key  to  efficient  therapeutics  of  stuttering  is  to 
educate  the  stutterer  as  to  the  casting  of  his  thought  into 
language.  He  must  give  utterance  to  his  sentences  only 
when  they  are  entirely  formed  and  melodiously  con¬ 
structed  in  his  mind.  On  the  other  hand,  he  is  requested 
not  to  survey  their  articulatory  expression  and  to  ac¬ 
quire,  on  the  contrary,  the  habit  of  leaving  them  to  the 
automatisms  of  his  elocutional  realization.  On  these 
principles  recourse  is  taken  to  a  whole  series  of  gradu¬ 
ated  exercises  for  the  formulation  of  the  thought  by  de¬ 
scriptions  of  objects,  narratives,  recapitulation  of  lec¬ 
tures,  etc.  Even  the  phonetic  exercises  will  be  so  directed 
as  to  co-ordinate  the  vocal  delivery,  reconstitute  the 
rhythm  and  melody  of  sentences,  and  cause  the  patient 
to  relax.  But  the  attention  of  the  stutterer  never  should 
be  drawn  to  the  articulation  itself,  as  this  would  throw 
him  again  into  the  difficulties  of  stuttering  and  balbism. 

Finally,  Dr.  Pichon  and  his  collaborator  are  of  the 
opinion  that  it  is  frequently  most  advisable  to  add  to  the 
proper  treatment  of  lingui-speculative  insufficiency  a 
general  psycho-therapeutical  treatment,  eventually  of  a 
psychoanalytical  character  intended  to  liberate  the  subject 
from  psychic  conflicts,  which  very  often  contribute  to  the 
hampering  of  his  linguistic  functions. 
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Desire  Weiss* 

Brussels,  Belgium 
THEORY 

Speaking  of  stammering  and  stuttering  as  one  single 
kind  of  trouble  involves  a  fundamental  misunderstand¬ 
ing.  There  are  several  possibilities  of  disordered  speech 
leading  to  the  symptoms  of  both. 

We  generally  speak  of  stammering  when  we  observe 
pathological  hesitations,  repetitions  (of  words  or  syl¬ 
lables),  and  dead  stops  in  speech.  The  researches  of 
recent  years  have  shown  the  importance  of  stating  the 
different  psychological  mechanisms  of  these  symptoms. 
On  this  statement  depends  the  kind  of  therapeutics. 

Generally  on  the  basis  of  cause  one  can  divide  symp¬ 
toms  of  so-called  “stuttering”  into  two  classes.  The 
symptoms  of  the  first  group  are  due  to  a  kind  of  dis¬ 
cordance  in  the  speech  and  ought  to  be  called  stammer¬ 
ing .  The  symptoms  of  the  group  characterizing  stuttering 
are  due  rather  to  the  pathologically  devised  mechanisms 
of  the  patient,  who  is  afraid  of  his  own  speaking.  In 
this  way  the  troubles  of  the  first  group  are  based  upon 
a  primary  disposition  of  the  patient  (some  authors  even 
speak  of  a  speech-constitution),  while  those  of  the  second 
group  constitute  a  secondary  psychical  reaction  on  being 
conscious  of  his  own  troubled  speech. 

The  old  terminology  does  not  distinguish  between  the 
expressions  “stammering”  and  “stuttering”;  certain 

*  Dr.  Weiss  was  formerly  with  the  clinic  at  the  University  of  Vienna. 
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symptoms  of  stammering  were  by  it  even  designated 
cluttering.  We  shall  first  of  all  treat  the  question  of  the 
internal  mechanism  of  these  symptoms  and  shall  ap¬ 
proach  later  the  important  subject  of  terminology. 

There  are  three  possibilities  of  discordance  (incon¬ 
gruency)  of  speech.  The  first  group  of  stutterers  ex¬ 
hibit  mental  incongruency,  i.e.,  are  not  able  to  make  up 
their  minds  what  to  say  and  how  to  say  it.  The  second 
group  comprises  those  who  often  are  not  able  to  find  the 
right  word  or  who  go  astray  with  respect  to  phraseology ; 
this  group  may  be  said  (with  regard  to  the  aphasic 
troubles  of  the  same  mechanism)  to  exhibit  sensoric 
incongruency.  The  third  group  is  composed  of  those  who 
do  not  articulate  properly,  either  fast  enough  or  dis¬ 
tinctly  enough,  and  may  be  called  the  motoric  group. 

It  is  obvious  that  all  these  disturbances  are  in  a  close 
relation  to  the  normal  speed  of  speaking,  which  for  these 
cases  is  absolutely  or  relatively  too  fast.  We  can  ob¬ 
serve  in  general  either  that  the  speed  of  speaking  is 
absolutely  too  fast — these  cases  were  chiefly  designated 
as  cluttering — or  that  the  normal  speed  is  too  fast  in 
view  of  weaknesses  of  ability  (1)  to  decide  upon  and 
(2)  to  find  words  to  make  sentences,  and  (3)  to  ar¬ 
ticulate. 

Besides  this  absolute  or  relative  speed  of  the 
speech,  a  psychological  moment  plays  an  important  part 
within  these  groups — defective  attention  to  the  details 
of  speech.  In  consequence  of  this  defect  we  can  find  in 
most  cases  of  this  kind  also  defects  of  pronunciation  of 
some  consonants,  principally  sigmatisms. 

As  we  may  clearly  see,  this  first  principal  group  is 
characterized  not  only  by  an  absolute  or  relative  speed 
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and  a  defective  attention  to  the  details  of  speech  but 
also  by  a  primary  feebleness  of  one  of  the  stages  of 
speech.  To  prove  that  this  chronic  infirmity  is  of  a  pri¬ 
mary  nature  we  may  point  out  that  we  find  these  symp¬ 
toms  temporarily  on  occasions  of  excessive  weariness, 
exhausting  disease,  drunkenness,  etc.  On  the  other  hand, 
this  trouble  is  mostly  hereditary  and  can  be  found  ac¬ 
cumulated  in  families.  We  can  hardly  find  a  lone  stam¬ 
merer  (of  this  kind)  in  any  family,  and  we  know  fami¬ 
lies  in  which  eight-  to  nine-tenths  of  the  members  display 
these  symptoms. 

But  in  consequence  of  their  defective  attention  to 
their  own  speech,  they  hardly  notice  their  speech  de¬ 
fects,  do  not  suffer  from  them,  and  seldom  care  to  seek 
help.  In  this  way  their  company  is  more  afflicted  by 
their  defective  speech  than  they  themselves.  We  may 
very  well  observe  in  such  cases  some  other  psychological 
deviations,  such  as  special  embarrassment  in  public  life, 
carelessness,  etc.,  but  the  correcting  of  these  faults  has 
a  smaller  influence  on  their  defective  speech  than  on 
their  social  life. 

To  understand  better  the  symptoms  of  the  second 
group,  the  so-called  stutterers,  we  have  to  go  back  to  the 
scheme  of  development  of  the  stuttering  as  conceived  by 
the  Viennese  School  of  Logopedy  (in  collaboration  with 
Dr.  Hoepfner). 

About  eighty  per  cent  of  normal  children  show  some 
incongruency  in  their  speech,  mostly  due  to  discordance 
between  thinking  and  speaking,  which  causes  reitera¬ 
tions  and  hesitations.  These  symptoms  disappear  in  the 
course  of  normal  speech  development  without  the 
child  becoming  aware  of  them.  But  in  about  IV2  per  cent 
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of  the  cases  the  children  come  to  notice  the  symptoms 
either  of  themselves  or  through  their  milieu.  Trying  to 
suppress  these  symptoms,  the  children  violently  exert 
their  mouth  musculature.  These  contractions,  called 
tonus,  form  a  hindrance  to  fluent  speech.  This  tonus 
is  in  the  beginning  associated  with  repetitions  (called 
“clonus”),  but  in  the  course  of  further  development, 
the  children  suppress  the  repetitions  more  and  more  in  the 
faulty  strain  to  “better”  their  speech,  which  they  believe 
to  be  abnormal.  Thus  they  arrive  at  the  pure  tonus,  i.e., 
the  prolonged  dead  stop.  When  the  stutterer  becomes 
aware  that  his  muscular  efforts  do  not  relieve  his  diffi¬ 
culties,  he  begins  to  keep  out  of  the  way  of  the  “danger¬ 
ous  words  or  consonants”  and  to  articulate  anxiously 
and  carefully;  this  stage  is  called  “masking.”  Some¬ 
times  among  very  old  patients  who  have  reconciled 
themselves  to  their  speech  troubles  this  psychological 
relaxation  improves  their  speech  to  the  extent  that  no 
disturbance  appears  any  more;  this  is  the  compensating 
stage. 

The  first  stages  of  stuttering  up  to  that  of  pure  tonus 
(with  its  concomitant  movements)  may  succeed  each 
other  within  a  very  short  time — instantly  in  cases  pro¬ 
duced  by  a  psychological  shock  (sudden  fright,  acci¬ 
dents,  etc.). 

It  therefore  seems  to  us  that  stuttering  is  based  upon 
the  patient’s  notion  that  he  has  a  speech  defect  and  must 
conquer  it.  This  notion  leads  to  faulty  efforts  which 
hinder  his  speech.  This  pathological  state  of  mind  may 
produce  other  psychological  complications  also  and,  on 
the  other  hand,  some  psychological  deviations  may  have 
a  great  influence  in  the  fixing  of  stuttering. 
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THERAPY 

Confronting  these  two  groups  we  can  see  that  the 
former  (which  I  prefer  to  call  exclusively  “stammer¬ 
ing”)  is  due  to  a  primary  disposition  and  the  latter 
(which  may  be  called  “stuttering”)  to  a  secondary  psy¬ 
chical  reaction.  Stammering  may  be  treated  by  concen¬ 
trating  attention  on  speech  details,  while  stuttering  needs 
principally  a  diversion  of  this  attention.  The  treatment 
of  stammering  is  based  chiefly  upon  speaking  exercises; 
that  of  stuttering  requires,  on  the  contrary,  a  psychical 
change  of  mind  concerning  the  speaking  attitude  or  even 
psychotherapy  on  a  wider  range. 

However,  it  is  highly  important  with  respect  to  both 
treatment  and  theory  to  observe  that  most  cases  show 
a  mixture  of  both  components,  stammering  representing 
the  primary  component  and  stuttering  the  secondary 
psychical  reaction.  In  order  to  decide  upon  the  way  of 
treatment,  we  must  determine  which  component  is  pre¬ 
dominant.  If  we  start  with  treating  stuttering  (diver¬ 
sion),  often  there  persists  a  residue  of  stammering  which 
has  to  be  treated  for  itself.  (In  cases  of  absolutely  ac¬ 
celerated  speaking  we  may  speak  of  cluttering.)  When 
both  components  are  about  equal,  or  the  stammering  is 
prevailing,  we  prefer  to  start  first  with  the  treatment  of 
stammering  (exercises).  The  latter  being  the  basic  com¬ 
ponent,  its  treatment  often  eliminates  even  the  symp¬ 
toms  of  stuttering  which  have  been  induced  by  the  un¬ 
certainty  caused  by  the  incongruency  of  speech.  When 
there  is  no  doubt  about  the  simple  nature  of  the  psychi¬ 
cal  mechanism  of  the  trouble,  we  proceed  to  the  special 
treatment. 
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I.  PROCEDURES  IN  A  CLINIC  FOR  STUTTERERS 

Attention  has  been  called  in  the  introduction  of  this  book 
to  the  advisability  of  using  a  variety  of  recommended  thera¬ 
peutics  for  stutterers.  A  typical  example  of  such  use  is  the 
treatment  given  one  young  boy  of  three  years. 

When  he  first  reported  to  the  clinic  this  boy  stuttered  con¬ 
sistently  on  most  of  his  words,  in  an  easy,  bouncy  way.  To 
obtain  a  complete  case  history,  a  detailed  questionnaire  for 
young  children  developed  in  the  Iowa  Speech  and  Psychologi¬ 
cal  Clinic  was  used.  From  frequent  trips  made  to  study  the  boy 
in  his  home  environment  and  from  the  study  of  the  case  history 
obtained,  the  following  recommendations  were  made:  first,  that 
the  boy  be  kept  at  home  as  much  as  possible  and  away  from 
neighboring  playmates  and  from  an  older  brother;  second,  that 
the  child  be  encouraged  to  use  his  left  hand  in  every  activity 
(the  left-hand  fingernails  were  observed  to  be  worn  down; 
parents  had  been  favoring  the  use  of  the  right  hand)  ;  third, 
that  the  child  have  daily  speech  lessons  under  his  mother’s  di¬ 
rection,  using  Dr.  Bluemel’s  suggestions  for  the  reinforcement 
of  speech,  the  child,  however,  being  kept  unaware  of  the  purpose 
of  the  lessons;  fourth,  that  the  child  have  as  tranquil  an  environ¬ 
ment  as  possible.  It  was  not  long  before  the  child  was  correct¬ 
ing  his  own  speech,  and  within  a  period  of  two  months  the  stut¬ 
tering  had  disappeared.  One  year  later,  the  report  of  the  parents 
to  this  effect  was  checked  by  a  visit  to  the  home.  It  cannot  be 
stated  whether  or  not  any  one  of  these  factors  of  treatment  was 
responsible  for  the  cure;  but  it  is  apparent  that  therapeutics 
from  several  pathologists  were  used  in  this  case. 

To  illustrate  how  certain  stutterers  are  aided,  the  following 
is  presented  as  an  example.  A  young  man  in  a  Midwestern 
university  had  been  helped  so  much  by  a  mental-hygiene  pro¬ 
gram  which  replaced  his  inferiority  complex  with  a  feeling  of 
confidence  that,  upon  graduating  from  college,  he  was  able  to 
go  into  a  family  business  and  to  take  charge  of  men  whose  daily 
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payroll  approximated  $1,600.  With  overwork  came  several  re¬ 
lapses,  but  he  was  always  able  to  return  to  normal  speech  un¬ 
aided.  Finally  it  became  apparent  that  the  factory  was  about  to 
be  closed  because  of  new  inventions.  Under  the  strain  his  diffi¬ 
culty  recurred  and  became  so  pronounced  that  he  could  no 
longer  speak  to  other  people  and  had  to  give  up  work  entirely. 
This  situation  he  was  not  able  to  meet  alone.  When  he  reported 
to  the  speech  clinic  in  Los  Angeles  he  was  again  given  treatment 
which  emphasized  the  psychological  approach.  He  made  an 
astonishing  improvement  in  a  short  time.  This  stutterer,  then, 
is  amenable  to  psychological  treatment. 

Further,  showing  how  stutterers  as  individuals  respond  to 
different  techniques:  A  young  woman  who  had  stuttered  for 
twenty  years  reported  to  the  clinic  with  the  information  that  she 
had  cured  herself  of  stuttering  and  wanted  to  tell  about  it  so  that 
others  might  have  the  benefit.  During  the  long  interview  under 
conditions  made  emotional  by  the  fact  that  she  was  demonstrat¬ 
ing  the  cure  by  her  own  theory,  she  did  not  stutter  nor  had  she 
stuttered  for  some  seven  months  according  to  her  report.  Her 
explanation  was  nothing  more  than  that  she  had  learned  to  hold 
the  sound  preceding  the  one  which  she  was  aware  would  cause 
difficulty.  She  had  now  worked  through  this  period  into  good 
rhythmical  speech. 

The  clinician  directing  the  cure  of  a  stutterer  should  formu¬ 
late  a  definite  theory  as  to  its  cause  and  its  treatment.  An 
eclectic  approach  has  been  advocated,  but  this  does  not  mean 
that  one  cannot  establish  definite  concepts  which  will  guide  him 
in  his  clinical  work.  One  who  is  so  tolerant  of  every  theory  and 
therapy  that  he  cannot  devise  a  good  workable  program  will 
lose  the  respect  of  the  stutterer  and  consequently  lessen  the  pos¬ 
sibilities  of  clinical  success. 

Most  persons  establishing  an  opinion  as  to  the  cause  of 
stuttering  will  not  deviate  far  from  many  of  the  authorities 
listed  in  this  compendium.  It  appears  that  the  causes  which  will 
account  for  all  of  the  phenomena  of  stuttering  are  not  known. 
The  exciting  or  immediate  causes  are  fairly  well  understood. 
Most  authorities  view  stuttering  as  the  result  of  a  malfunction¬ 
ing  central  nervous  system,  and  contend  that  in  the  early  or 
primary  periods  of  onset  the  central  nervous  system  has  not 
reached  a  maturation  point  sufficient  to  withstand  certain 
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shocks,  childhood  diseases,  ego  competitiveness,  and  malnutri¬ 
tion.  These  and  other  “trigger”  causes  affect  the  nervous  sys¬ 
tem,  and  speech,  dependent  so  much  on  finely  adjusted  muscle 
groups  under  brain  leadership,  naturally  is  affected.  During 
this  period,  in  which  the  immediately  causative  factors  operate, 
one  finds  that  the  child  develops  a  clonic  type  of  stuttering  pat¬ 
tern,  now  and  then  with  tonic  interpolations.  Supposedly  dur¬ 
ing  this  time  the  child  is  unaware  of  having  any  difficulty. 
Recommendations  are  consequently  made  to  keep  the  child  in 
this  early  stuttering  period,  thus  avoiding  the  development  of 
secondary-reaction  patterns  in  which  the  child  in  attempting  to 
avoid  stuttering  displays  tonic  blocks  and  increased  stuttering 
through  anticipation.  This  secondary  stage  is  one  in  which  fear 
sets  in  and  the  child  becomes  particularly  maladjusted  in  social 
situations  when  he  must  speak.  In  some  cases  environmental 
changes  take  place  in  the  early  causative  period,  the  pres¬ 
sure  is  automatically  removed  from  the  child’s  nervous  system, 
and  stuttering  ceases.  In  other  cases  one  must  intercede  and 
prescribe  a  program  which  will  neutralize  exciting  environ¬ 
mental  factors.  A  parent  cannot  afford  to  follow  the  advice  fre¬ 
quently  given:  “Don’t  worry.  He  will  outgrow  it.”  The  parent 
and  the  speech  pathologist  must  study  the  child’s  way  of  living 
in  order  to  know  what  changes  should  be  made. 

If  a  child  has  been  undernourished  and  one  feels  strongly 
that  this  was  the  primary  causative  factor  and  in  time  this  is 
corrected — the  child  in  the  meantime  having  become  aware  of 
stuttering  and  having  persisted  in  arrhythmical  speech — it  would 
appear  that  his  nervous  system  is  now  malfunctioning  because 
of  later  causative  factors.  These  may  be  psychological  in  origin, 
developing  into  a  compulsion  neurosis.1  Again  the  stuttering 
may  be  due  to  a  form  of  physiological  conditioning  taking  place 
in  the  nervous  system,  the  exact  nature  of  which  is  not  known. 
If  this  same  child  has  not  had  his  diet  balanced  and  has  been 
conscious  of  having  a  speech  disorder,  I  would  be  inclined  to 
say  that  he  is  in  both  the  primary  and  the  secondary  causative 
periods  of  stuttering.2  His  speech  pattern  would  no  doubt  show 

1  “Is  Stuttering  Primarily  a  Speech  Disorder?”  Erwin  0.  Krausz, 
Journal  of  Speech  Disorders ,  September  1940,  pp.  227-31. 

2  No  one  should  assume  that  it  is  an  easy  matter  to  determine 
whether  or  not  a  child  is  aware  of  his  stuttering.  It  is  true  that  one  can 
generally  decide  this  by  a  study  of  the  case.  It  is  possible  to  argue  that 
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clonic  blocks,  so  characteristic  of  the  primary  stuttering  stage, 
and  tonic  blocks,  which  are  so  frequent  in  the  secondary  pat¬ 
tern  stage  when  avoidance  reactions  are  common. 

One  can  frequently  make  the  assumption  that  as  a  child 
grows  older  the  primary  causes  no  longer  operate  and  his  con¬ 
tinued  stuttering  is  due  to  some  secondary  cause  or  causes.  The 
speech  pattern  will  now  have  changed  because  of  his  attitude 
toward  stuttering.  A  speech  clinician  who  breaks  down  these 
undesirable  reactions  and  substitutes  a  controlled  speech  pattern 
is  guiding  the  stutterer  toward  a  new  set  of  habits. 

Research  has  shown  that  many  of  the  undesirable  aspects 
of  stuttering  in  this  secondary-pattern  stage  were  once  voluntary 
reactions  which  through  constant  use  became  involuntary. 
Sometimes  the  conflict  between  voluntary  and  involuntary  re¬ 
action  leads  the  stutterer  into  grotesque  facial  expressions,  pos¬ 
ture,  and  sound  production.  Examples  include,  first,  a  boy  who 
had  swung  his  right  hand  rhythmically  in  order  to  break  his 
speech  blocks.  When  he  reported  to  the  speech  clinic  he  had 
progressed  to  the  stage  of  blinking  his  eyes  rapidly  and  slapping 
both  hands  on  his  sides  with  considerable  noise  in  quick  in¬ 
voluntary  movements.  The  second  example  was  a  girl  who, 
every  time  she  stuttered,  involuntarily  raised  herself  off  the  chair 
in  which  she  was  seated.  Obviously  at  one  time  she  had  done 
this  voluntarily  in  order  to  break  a  stuttering  spasm. 

The  student  should  not  become  confused  with  primary  and 
secondary  causative  factors  and  primary  and  secondary  stutter¬ 
ing-pattern  reactions.  Usually  the  secondary  stuttering  reaction 
patterns  are  associated  with  secondary  psychological  causative 
factors. 

Many  authorities,  I  am  sure,  would  agree  on  an  ultimate 
one-lead  dominance  and  would  caution  a  person  against  inter¬ 
fering  with  the  handedness  of  a  child.  Some  of  us  might  use  a 
cerebral-dominance  explanation  to  account  for  the  timing  of 
nervous  impulses  to  the  paired  speech  mechanism,  and  might 
believe  that  in  a  state  of  relaxation  the  stutterer  should  be  given 

many  children  have  an  awareness  on  the  fringe  of  consciousness  which 
affects  the  stuttering  pattern  and  yet  they  are  diagnosed  as  not  being  con¬ 
scious  of  stuttering.  Such  consciousness  makes  it  most  difficult  to  present 
dogmatic  statements  that  tonic  spasms  are  present  only  when  the  stutterer 
is  aware  of  stuttering. 
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an  opportunity  to  use  and  exercise  the  dominance  he  possesses 
to  greater  advantage.  In  other  words,  we  employ  a  mental- 
hygiene  program  to  build  up  cerebral  control. 

It  is  my  belief  that  many  of  us  working  in  the  field  are  less 
in  conflict  theoretically  and  practically  than  we  appear. 

Sometimes  a  student  of  the  problem  wishes  more  detailed 
information  on  therapy.  Here  are  suggestions  for  remedial 
procedures  formulated  in  managing  a  clinic  and  later  used  for 
a  research  study.  Suggestions  advocated  by  a  number  of  speech 
pathologists  are  embodied,  particularly  those  of  Mrs.  Gifford. 

Not  all  who  stutter  are  given  the  same  clinical  treatment. 
In  some  cases  we  first  spend  some  months  breaking  down  old 
speech-pattern  reactions  as  suggested  by  Dr.  Van  Riper.  The 
formula  then  is  to  take  the  stutterer  who  is  not  willing  to  stutter 
and  to  teach  him  to  be  willing  to  stutter.  This  is  substituting 
a  new  pattern  of  controlled,  easy,  effortless  stuttering.  Later,  by 
the  use  of  a  different  speech  pattern,  he  is  taught  that  it  is  not 
necessary  to  stutter. 

The  major  concept  upon  which  the  clinical  procedures  are 
based  is  that  it  is  possible  for  the  stutterer  to  speak  without 
stuttering.  This  unqualified  statement  does  not  necessarily 
promise  absolute  cure.  It  means  that  in  contact  with  society 
the  individual  is  capable  of  speech  which  will  not  be  so  mani¬ 
festly  different  from  normal  as  to  be  conspicuous  or  unpleasant. 
It  is  granted  that  the  adult  who  has  stuttered  from  childhood 
may  return  to  his  stuttering  under  conditions  involving  physical 
and  emotional  strain.  Even  for  this  individual  the  stuttering 
following  such  crises  need  not  continue,  for  he  may  be  brought 
back  to  successful  speech  responses  by  insight  into  the  causes  of 
his  relapse  and  by  continuation  of  the  re-education  program. 
The  ability  to  speak  without  stuttering  may  be  brought  about 
by  such  measures  as  bodily  relaxation,  physical  control,  emo¬ 
tional  control,  disruption  of  old-habit  patterns  of  speaking  and 
substitution  of  a  new  speech  pattern,  positive  suggestion,  and 
change  of  attitudes.  These  measures  are  emphasized  in  retrain¬ 
ing  stutterers  in  the  speech  clinic. 

The  importance  of  relaxation  is  stressed  for  individual  and 
group  work.  By  means  of  it  the  stutterer  is  able  to  reduce  physi¬ 
cal  and  emotional  tensions  and  consequently  can  exert  conscious 
control  over  his  body  on  a  higher  level.  Relaxation  is  the  basic 
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step  without  which  the  necessary  measures  cannot  be  put  into 
practice.  The  term  “physical  control”  means  conscious  control 
of  the  body’s  activities.  The  realization  of  intellectual  conscious 
control  over  such  emotional  reactions  as  excessive  fear,  timid¬ 
ity,  and  embarrassment  is  a  necessary  corollary  of  physical 
control. 

The  reason  for  disrupting  the  old-habit  patterns  of  speak¬ 
ing  is  that  the  old  patterns  are  faulty  and  are  associated  with 
speech  failure.  The  use  of  the  new  speech  pattern  permits  the 
stutterer  to  correct  these  faults  and  to  associate  success  with  his 
speech  responses.  The  principle  of  positive  suggestion  is  advo¬ 
cated.  The  stutterer,  during  the  greater  part  of  his  life,  has  been 
subject  to  negative  autosuggestion  because  his  attention  has  been 
directed  to  his  repeated  speech  failures  and  he  expects  the  re¬ 
occurrence  of  such  failures.  He  is  now  directed  to  use  positive 
autosuggestion.  In  the  clinic  the  stutterer  is  asked  to  recall  his 
successful  speech  responses  in  order  to  change  his  attitude  from 
one  of  expectation  of  failure  to  one  of  anticipation  of  success. 
Another  method  of  suggestion  involves  the  constructive  use  of 
imagination.  A  stutterer  is  directed  to  visualize  in  detail  one 
of  his  more  difficult  speaking  situations  and  then  to  see  himself 
speaking  successfully  in  that  situation.  This  changing  of  atti¬ 
tudes  involves  a  mental-hygiene  program.  Certain  feeling  states 
become  habitual  with  the  stutterer  and  influence  his  behavior. 
Those  attitudes  which  prevent  proper  social  adjustment  need 
to  be  re-evaluated  and  supplanted  by  feeling  states  which  allow 
the  individual  to  approach  the  social  situation  with  the  maxi¬ 
mum  of  emotional  and  physical  control. 

Of  the  various  measures  presented,  the  speech  pattern  needs 
amplification.  This  can  be  considered  from  two  points  of 
view,  the  stutterer’s  and  the  observer’s.  The  stutterer’s  pat¬ 
tern  should  involve  an  anticipation  of  success.  He  should 
achieve  a  feeling  of  complete  bodily  relaxation  and  of  emotional 
stability.  In  speaking  he  should  have  a  feeling  of  pouring  out 
the  tone  on  the  outgoing  breath  and  he  should  extend  the 
vowel  sounds.  He  should  speak  in  short  phrases,  pausing  be¬ 
tween  phrases  to  replenish  his  breath  and  to  re-establish  the 
feeling  of  physical  and  emotional  relaxation.  The  broken  speech 
rhythm  is  then  supplanted  by  an  easy,  rhythmical,  controlled 
speech  pattern.  To  the  observer  the  stutterer’s  speech  is  char- 


APPENDIX 


159 


acterized  by  a  soft,  breathy-tone  quality,  prolonged  vowel 
sounds,  short  phrases,  frequent  pauses,  and  natural  inflections. 
The  rhythm  is  definite  and  rather  slow.  The  bodily  tensions  and 
strains  so  prevalent  among  those  who  stutter  are  replaced  by 
increased  ease  and  calm. 

The  stutterer  must  realize  that  there  is  no  effort  involved  in 
pouring  out  the  breath.  The  breathing  is  natural  but  is  more 
regular  than  that  required  in  the  usual  speech  responses. 

The  question  frequently  arises  in  the  clinic  as  to  the  ad¬ 
visability  of  all  stutterers  using  the  breathy  tone  in  speaking. 
Breathiness  alone  does  not  eliminate  the  stuttering  spasms,  but 
breathiness  should  be  viewed  as  one  element  in  building  up  the 
totality  of  the  pattern.  More  important  than  the  amount  of 
breath  used  in  speaking  is  the  psychological  and  physiological 
feeling  that  speech  is  being  produced  on  the  rhythmic,  outgoing 
breath.  Frequently  it  is  advisable  to  ask  stutterers  to  over¬ 
emphasize  the  breathiness  in  the  beginning  stages  of  the  clinical 
work,  so  that  they  will  understand  the  action  of  the  speech 
mechanism  and  perceive  the  pouring  out  of  the  breath.  Also 
the  average  stutterer  will  tend  to  compromise  on  the  amount  of 
breathiness  he  uses  in  speech  in  outside  situations.  Exaggera¬ 
tion  in  the  clinic  allows  for  this  anticipated  compromise.  One 
advantage  in  advocating  the  breathy  tone  is  that  the  stutterer 
is  given  something  specific  and  tangible  to  do,  an  action  well 
within  his  field  of  understanding  and  obvious  in  its  execution 
to  the  visual,  auditory,  and  kinesthetic  senses.  One  factor  which 
helps  to  mitigate  unnaturalness  in  the  use  of  the  pattern  is  that 
the  inflections  of  normal  speech  are  required. 

Not  every  stutterer  is  asked  to  emphasize  all  elements  of 
the  pattern  equally.  Each  stresses  those  factors  which  meet 
his  particular  speech  needs.  For  example,  one  stutterer  may 
have  his  attention  directed  toward  the  use  of  passive  mouth 
action  in  speaking;  another  may  concentrate  on  the  necessity 
of  speaking  in  short  phrases;  and  yet  another  may  emphasize 
vowel  length.  Nor  is  it  necessary  that  the  stutterer’s  attention 
remain  on  one  element  in  the  pattern  over  a  long  period  of  time. 
His  emphasis  may  change  from  week  to  week  in  an  effort  to 
establish  the  pattern  as  a  whole. 

In  discussing  the  measures  upon  which  remedial  work  in 
the  clinic  is  based,  one  cannot  overlook  the  fact  that  there  may 
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be  operating  causes  not  yet  fully  considered  by  those  conducting 
research.  Consequently,  the  therapies  advocated  will  not  be 
equally  effective  for  all  individuals  if  these  little-known  causes 
are  present  in  the  speech  history  of  some  stutterers. 

Another  basic  concept  in  the  treatment  of  stutterers  is  that 
it  is  possible  for  a  stutterer  to  proceed  from  success  in  a  simple 
speech  situation  to  success  in  a  complex  social  situation.  Only 
by  increasing  the  difficulty  in  the  clinic  social  situations  can  the 
stutterer  finally  achieve  social  adjustment  outside  of  the  clinic. 

Some  detailed  clinical  procedures  which  we  use  are: 

1.  The  attainment  of  bodily  relaxation. — In  the  clinic  lec¬ 
tures  are  given  on  the  value  of  relaxation  in  speech  situations. 
During  the  first  meetings  of  the  class  the  instructor  sits  in  front 
of  the  group  and  begins  each  period  by  asking  class  members 
to  close  their  eyes,  place  both  feet  on  the  floor,  drop  the  hands 
in  the  lap,  and  turn  the  attention  first  to  the  relaxation  of  the 
grosser  muscles  and  then  to  the  finer  muscles.  The  room  is 
darkened.  The  time  usually  allotted  for  relaxation  is  fifteen 
minutes.  The  students  are  asked  to  read  Jacobson’s  You  Must 
Relax.  After  four  such  meetings  the  students  carry  on  their 
own  relaxation  period  before  each  meeting.  No  conversation 
is  allowed.  Any  visitors  are  asked  to  co-operate  with  the  group 
during  this  period. 

2.  The  establishment  of  sound  on  the  outgoing  breath. — 
The  method  of  producing  speech  is  presented  by  lecture  and 
demonstration.  The  instructor  calls  attention  to  the  psycho¬ 
logical  feeling  of  “pouring  out”  the  tone  on  the  breath.  He 
demonstrates  the  procedure  by  producing  each  long  vowel  on 
the  outgoing  breath.  The  class  repeat  the  exercise  in  unison. 
The  instructor  demonstrates  all  the  vowels  on  one  breath  and 
asks  for  group  response.  Individual  response  on  vowel  sounds 
follows.  In  order  to  maintain  the  feeling  of  relaxation  and  to 
give  closer  attention  to  the  significance  of  the  outgoing  breath, 
the  class  members  keep  their  eyes  closed  and  the  room  is 
darkened.  Volunteers  are  then  asked  to  stand  before  the  group 
and  to  produce  the  vowel  sounds.  During  this  the  instructor 
makes  notes  concerning  those  who  volunteer  and  those  who 
respond  most  successfully  in  producing  the  correct  breathy 
tone.  Individual  responses  are  repeated  with  the  full  lights 
turned  on  in  the  classroom.  Usually  these  procedures  comprise 
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the  first  few  meetings  of  the  stuttering  class.  Sometimes  the 
Electro-Kymograph  is  used  to  demonstrate  faulty  breathing 
patterns. 

3.  The  use  of  silent  recall. — In  using  recall,  the  stutterers 
are  asked  to  produce  vowel  sounds  with  eyes  closed  and  then 
to  recall  the  sensation  of  that  production  of  the  vowel  on  the 
“outpouring”  breath.  This  establishes  the  kinesthetic  feeling 
of  ease  of  vocal  production.  Silent  recall  is  also  used  for  auto¬ 
suggestion  in  building  up  confidence  that  a  sound  can  be  re¬ 
peated  successfully. 

4.  The  establishment  of  words  and  phrases  on  the  outgoing 
breath. — Single  words  and  short  phrases  are  produced  on  the 
outgoing  breath  in  the  same  manner  in  which  vowels  are  pro¬ 
duced.  Individuals,  in  answer  to  questions  from  the  instructor, 
reply  in  single  words  or  short  phrases,  using  the  breathy  tone. 
The  instructor  asks  questions  pertaining  to  name,  address, 
phone  number,  date  and  place  of  birth,  date  and  day,  directions 
for  reaching  the  school,  names  of  persons  present,  description 
of  wearing  apparel  of  class  members,  and  so  forth.  After  the 
first  few  class  meetings  the  instructor  always  calls  for  the  group 
response  of  vowels  on  one  breath  and  then  individual  responses 
on  names  and  addresses.  Those  students  who  are  not  able  to 
make  individual  responses  successfully  are  given  additional 
practice  in  another  room  by  an  assistant. 

5.  The  use  of  passive  and  loose  mouth  action. — The  value 
and  significance  of  speaking  with  a  very  passive,  relaxed  mouth 
action  is  explained  to  the  stutterers.  The  loose  mouth  action  is 
demonstrated.  The  instructor  speaks  with  the  jaw  hanging 
loosely,  with  no  oral  action  in  speaking  except  that  of  the 
tongue.  Even  with  such  exaggerated  relaxation,  speech  is  under¬ 
standable.  The  passive  mouth  action  is  explained  as  involving 
normal  articulation  with  a  minimum  of  effort.  Those  individu¬ 
als  whose  forward  pattern  of  speech  is  inhibited  by  tonic  blocks 
are  directed  to  use  the  loose  mouth  action.  All  stutterers  are 
asked  to  use  passive  mouth  action  because  it  entails  a  high 
conscious  level  of  attention  on  the  ease  of  speech  production. 
The  loose  and  passive  mouth  action  are  used  to  eliminate  preva¬ 
lent  difficulty  with  consonant  blocks. 

6.  The  establishment  of  pauses  in  speech. — To  maintain  a 
high  cortical  level  of  control  over  his  speech  responses  the 
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stutterer  is  directed  to  master  the  use  of  pauses  in  reading  and 
speaking.  Poetry  and  prose  selections  are  given  and  a  stop 
watch  is  used  by  the  instructor  to  ascertain  the  length  of  pauses. 
The  individual  is  reminded  about  the  importance  of  complete 
bodily  control  during  these  pauses. 

7.  The  prolongation  of  vowel  sounds  in  speaking. — In 
order  to  maintain  a  feeling  of  control  over  his  speech  mecha¬ 
nism  the  stutterer  is  directed  to  lengthen  vowel  sounds.  The 
rate-control  technique  recommended  by  Bender  and  Kleinfeld 
is  stressed.  Metronomes  are  used  to  help  establish  the  lengthen¬ 
ing  of  vowel  sounds,  and  to  help  the  stutterer  incorporate 
pauses  in  his  speech  pattern. 

8.  The  technique  of  merging  speech  situations  from  the 
simple  to  the  complex.3 — In  class  work  the  responses  vary  from 
a  group  response  to  individual  responses  within  the  group  and 
individual  responses  while  standing  in  front  of  the  group. 
Occasionally  two  or  more  persons  participate  in  front  of  the 
group  in  one  project,  such  as  the  staging  of  informal  conversa¬ 
tions.  Sometimes  the  class  is  divided  into  two  groups  seated 
at  different  tables  and  each  person  is  allowed  to  ask  three  ques¬ 
tions  of  the  stutterer  at  the  head  of  the  table.  Again,  a  student 
turns  to  his  left  and  asks  another  member  a  question.  In  an¬ 
other  project  one  stutterer  stands  beside  another,  obtains  a  ques¬ 
tion  from  him,  and  repeats  the  question  for  the  group  in  a 
louder  voice.  He  also  obtains  the  answer  from  another  student 
and  repeats  that  answer  for  the  larger  audience’s  benefit.  As 
the  class  progresses,  the  situations  become  more  difficult.  Mem¬ 
bers  are  seated  in  the  center  of  the  room  and  are  cross-examined 
by  the  instructor  on  a  given  subject.  Often  members  are 
grouped  two  by  two  for  conversation.  At  five-minute  intervals 
they  change  partners.  During  this  time,  the  instructor  walks 
around  the  room  and  listens  to  the  responses  of  individual  mem¬ 
bers  to  discover  how  well  they  are  using  the  speech  pattern. 
Varying  situations  are  also  evolved  to  meet  individual  needs. 
From  these  situations  within  one  room  the  next  step  is  the  use 
of  the  multiple-room  technique.  Finally,  after  much  practice 

3  Eugene  F.  Hahn,  “A  Study  of  the  Relationship  between  the  Social 
Complexity  of  the  Oral  Reading  Situation  and  the  Severity  of  Stutter¬ 
ing,”  Journal  of  Speech  Disorders,  V  (March  1940),  5-14.  This  study 
shows  the  need  for  such  a  technique. 
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the  stutterers  present  five-minute  speeches  before  the  class 
group  and  frequently  before  a  strange  audience.  This  project  is 
assigned  near  the  climax  of  the  retraining  period.  It  is  not 
uncommon  to  have  visitors  during  the  course.  These  number 
from  one  to  two  at  the  beginning,  and  frequently  reach  a  total 
of  twenty-five  at  the  end  of  the  course.  When  visitors  are  pres¬ 
ent,  it  is  the  usual  procedure  for  the  stutterers  to  introduce 
themselves  to  the  visitors  and  to  introduce  fellow  class  mem¬ 
bers. 

9.  The  use  of  the  multiple-room  technique. — Occasionally 
stutterers,  in  small  groups,  are  segregated  according  to  their 
stuttering  difficulty.  They  are  sent  to  different  rooms  and  work 
on  specific  projects  to  meet  their  individual  needs.  One-  to  two- 
minute  speeches  sometimes  are  assigned  and  students  progress 
from  one  room  to  another,  giving  their  speeches  before  the  small 
groups.  Sometimes  a  stutterer  from  one  of  the  groups  experi¬ 
encing  little  speech  difficulty  is  sent  to  one  of  the  less  advanced 
groups  to  give  recommendations  and  practice.  Often  as  many 
as  six  rooms  are  in  use  at  one  time.  Radio  equipment  and  a 
voice  reflector  are  used  in  the  following  manner:  stutterers  are 
sent  to  the  recording  room  alone  and  in  small  groups  to  prac¬ 
tice  the  use  of  the  speech  pattern;  they  are  able  to  hear  the 
broadcast  as  they  speak;  again,  they  read,  speak,  and  carry  on 
dialogue.  Telephone  conversations  are  also  used  between  rooms. 
In  order  to  get  the  stutterers  adjusted  to  an  audience,  we  fre¬ 
quently  use  a  room  with  a  one-way  screen.  Sometimes  an  audi¬ 
ence  of  eight  to  ten  persons  may  be  present.  The  stutterer  does 
not  always  know  whether  he  is  talking  alone  or  before  an  au¬ 
dience. 

10.  The  establishment  of  the  use  of  the  pattern  in  situations 
outside  of  the  clinic. — As  a  starting  point  in  carrying  over  the 
speech  pattern  into  outside  situations,  each  stutterer  is  directed 
to  find  a  speech  situation  so  simple  that  it  is  not  associated  with 
stuttering  difficulty.  Then,  just  as  in  the  clinic,  these  situations 
are  successively  altered  from  simple  to  complex.  For  example,  if  a 
stutterer  can  talk  to  a  young  child  without  stuttering,  that  is  the 
first  situation  which  he  attempts  to  meet.  Fie  may  stutter  in  other 
situations  during  the  day,  but  he  always  returns  to  this  situation 
to  re-establish  the  conviction  that  it  is  possible  for  him  to  speak 
without  stuttering.  In  the  weeks  that  follow,  each  stutterer  hands 
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in  reports  showing  his  progress  from  the  simple  situation  to 
one  which  is  more  complex  for  him.  Near  the  end  of  the  course 
each  student  hands  in  complete  situation  reports.  The  stutterer 
is  asked  to  write  up  two  situations  a  day  in  which  he  has  de¬ 
liberately  created  the  speech  situation,  such  as,  for  example, 
making  a  purchase  from  a  store.  In  writing  this  up  he  follows 
an  outline  similar  to  this: 

a)  Name  and  place  of  person  with  whom  conversation  is  held. 

b)  Statement  of  planned  conversation. 

c)  Stutterer’s  reaction  to  situation  before,  during,  and  after 
conversation. 

d)  Evaluation  of  speech  success  or  failure.  Each  stutterer  is 
asked  to  grade  himself  three  times  a  day.  All  stutterers  who 
enter  the  clinic  are  considered  as  having  a  grade  of  C  in 
speech;  that  is,  they  are  doing  their  average  amount  of 
stuttering.  If  during  a  given  day  they  feel  they  have  im¬ 
proved,  they  grade  their  speech  B;  if  to  their  knowledge 
they  do  not  stutter,  they  give  themselves  an  A;  if  their  stut¬ 
tering  appears  worse,  the  grade  is  D.  If  there  is  any  great 
fluctuation  in  marking,  the  cause  is  analyzed  in  consulta¬ 
tions  with  the  instructor. 

11.  The  establishment  of  personal  contact  between  student 
and  instructor. — Each  student  is  requested  to  write  an  auto¬ 
biography  to  hand  in  to  the  instructor.  This  is  used  as  the 
basis  for  private  consultation.  Stutterers  are  also  given  Humm- 
Wadsworth  Temperament  Scale  tests  and  the  results  of  these 
provide  data  for  personal  discussion.  The  grading  and  situa¬ 
tion  reports  are  also  considered  by  instructor  and  individual  in 
interviews.  Finally,  the  students  read  Conrad  Wedberg’s  book, 
The  Stutterer  Speaks. 

It  is  recognized  that  the  personality  of  the  clinical  director 
is  an  important  factor  in  managing  cases.  Although  this  has 
not  been  subject  to  experimentation,  it  is  commonly  said  that 
this  personality  factor  is  such  a  strong  motivating  force  that 
remedial  success  depends  upon  it  to  a  considerable  extent.  We 
make  an  attempt  at  all  times  to  stimulate  the  stutterer  to  apply 
himself  to  the  best  of  his  ability. 

12.  The  presentation  of  short  lectures  on  mental  hygiene. — 
The  instructor  presents  short  lectures  on  different  aspects  of 
mental  hygiene  from  time  to  time  during  the  retraining  period. 
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Discussions  are  usually  held  after  such  a  lecture.  It  is  interest¬ 
ing  to  note  that  these  periods  act  as  a  “shot  in  the  arm.”  Stut¬ 
terers  are  enthusiastic  about  these  periods  and  confess  that  they 
immediately  show  improvement  after  such  sessions. 

II.  RESEARCH 

It  is  generally  recognized  by  speech  pathologists  that  re¬ 
search  programs  are  needed  for  the  purpose  of  investigating  the 
various  statements  made  by  those  who  have  theories  as  to  the 
nature  and  treatment  of  stuttering.  Because  the  University  of 
Iowa  has  accomplished  so  much  research  on  stuttering  during 
the  past,  the  following  is  quoted  from  a  letter  written  by  Dr. 
W.  Johnson  in  reply  to  a  request  for  information  on  what  the 
University  of  Iowa  Speech  Clinic  is  now  doing: 

The  recent  work  on  stuttering  at  the  State  University  of  Iowa 
is  represented  in  part  by  the  “Studies  in  the  Psychology  of  Stutter¬ 
ing”  which  have  been  published  since  1937  in  the  Journal  of  Speech 
Disorders  and  by  other  articles  not  included  in  this  series,  which 
have  been  published  in  the  same  journal,  the  Quarterly  Journal  of 
Speech  and  elsewhere.  Some  of  the  more  recent  research  investiga¬ 
tions  have  not  been  published  to  date.  In  general,  this  research  has 
been  concerned  with  a  detailed  investigation  of  the  moment  of  stut¬ 
tering,  considered  as  an  ordered  sequence  of  behavioral  events.  Stut¬ 
tering  in  this  sense  has  been  studied  in  terms  of  the  frequency  and 
duration  of  its  occurrence  and  the  variations  in  its  occurrence  in 
relation  to  specified  conditions.  Among  the  investigations  completed 
but  not  published  have  been  one  dealing  with  the  onset  and  early 
development  of  stuttering  and  others  which  have  involved  compara¬ 
tive  investigation  of  stutterers  and  non-stutterers  with  regard  to 
basal  metabolism,  cardio-vascular  phenomena,  the  electroencephalo¬ 
gram,  conditions  of  fatigue,  biochemical  factors,  etc.  Research  along 
these  lines  is  continuing.  It  is  also  to  be  mentioned  that  a  program 
of  research  has  developed  out  of  issues  and  formulations  involved 
in  general  semantics.  Some  of  this  research  is  concerned  with  the 
problem  of  stuttering.  Some  of  it  is  being  directed  to  the  quantita¬ 
tive  investigation  of  language  behavior. 

It  is  to  be  regretted  that  more  funds  are  not  made  available 
from  public  and  private  sources  for  comprehensive  research 
programs  on  the  whole  field  of  speech  rehabilitation.  Most 
clinics  are  understaffed  and  are  inadequately  equipped  for 
research. 


166  STUTTERING:  THEORIES  AND  THERAPIES 


Medical  schools  might  well  consider  co-operating  with 
speech  pathologists  on  research  and  clinical  programs.  In 
general  doctors  need  to  know  more  about  the  speech-handi¬ 
capped  child.  Invariably  the  family  physician  is  first  consulted 
by  the  parent,  and  too  often  the  doctor  states  that  the  child  will 
outgrow  his  difficulty.  The  longer  a  child  is  made  to  wait  for 
his  speech  retraining,  the  less  likely  it  will  be  that  he  will  attain 
normal  speech.  Whenever  doctors  and  speech  pathologists  co¬ 
ordinate  their  activities,  the  child  receives  the  best  remedial 
treatment. 

The  stuttering  problem  presents  a  definite  challenge  to  the 
student  of  speech  pathology.  Two  stimulating  aspects  of  the 
problem  which  need  further  investigation  are:  (1)  evaluation  of 
the  effect  of  remedial  procedures  upon  stuttering,  and  (2)  anal¬ 
ysis  of  stuttering  factors  in  the  cases  of  large  numbers  of  stut¬ 
terers,  both  young  and  adult. 

In  order  to  pursue  research  of  his  own,  the  student  should 
first  be  familiar  with  the  most  recent  trends  of  investigation. 
The  following  journals  are  recommended  for  study: 

Quarterly  Journal  o)  Speech 
Journal  of  Speech  Disorders 4 
Speech  Monographs 

Archives  of  Speech ,  University  of  Iowa 
Proceedings  of  American  Speech  Correction  Association , 
Madison,  College  Typing  Company 
American  Journal  of  Physiology 
Archives  of  Neurology  and  Psychology 
Journal  of  Abnormal  Psychology 
Journal  of  Experimental  Education 
Journal  of  Experimental  Psychology 
Journal  of  General  Psychology 
Journal  of  Genetic  Psychology 
Journal  of  Heredity 

Journal  of  Neurology  and  Psycho -pathology 
Journal  of  Abnormal  and  Social  Psychology 
Psychological  Bulletin 
Psychological  Monographs 
Psychoanalytic  Review 

4  Approximately  seventy  per  cent  of  the  articles  in  the  Journal  of 
Speech  Disorders  are  concerned  with  stuttering. 
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Attention  is  called  to  the  annotation  of  articles  in  Van 
Riper’s  Speech  Correction  (Prentice-Hall,  Inc.,  New  York, 
1939),  pp.  392-401.  Bender  in  his  Personality  Structure  of 
Stuttering  (Pitman  Publishing  Company,  New  York,  1939), 
pp.  165-81,  also  provides  a  long  bibliography  on  stuttering. 

In  conclusion,  from  a  study  of  these  theories  and  therapies, 
one  finds  that  considerable  progress  has  been  made  in  meeting 
the  basic  problem.  Many  stutterers  are  cured.  However,  those 
using  a  particular  theory  and  its  accompanying  treatment  can¬ 
not  claim  to  cure  all  stutterers,  nor  can  they  find  a  cause  in 
every  stuttering  case  which  will  coincide  with  the  elements  in 
their  theory.  The  problem  of  the  causation  and  treatment  of 
stuttering  remains  a  challenging  one. 
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Appelt,  Alfred.  Stammering  and  Its  Permanent  Cure.  Meth¬ 
uen  &  Co.,  Ltd.,  London,  1929. 

This  book  includes  a  historical  treatment  of  stuttering, 
and  discusses  its  symptoms,  etiology,  and  therapy.  Dr.  Appelt 
subscribes  to  Adler’s  school  of  individual  psychology.  The 
stutterer  is  treated  largely  through  psychoanalytic  techniques. 

Bender,  James  F.  The  Personality  Structure  of  Stuttering. 
Pitman  Publishing  Corp.,  New  York,  1939. 

This  book  presents  recent  researches  in  stuttering,  reports 
the  results  of  measurements  of  certain  personality  traits  among 
college  stutterers,  and  calls  attention  to  some  leading  theories, 
thus  providing  data  regarding  the  stutterer.  Students  should 
also  consult  Principles  and  Practices  of  Speech  Correction,  by 
Bender  and  Kleinfeld  (same  publishers,  1938),  and  the  Speech 
Correction  Manual  by  the  same  authors  (Farrar  and  Rinehart, 
New  York,  1936).  These  authors  have  developed  what  they 
call  the  rate-control  technique  for  treating  persons  who  stutter 
as  well  as  persons  with  other  speech  defects. 

Blanton,  Smiley,  and  Blanton,  M.  G.  For  Stutterers.  D. 
Appleton-Century  Co.,  New  York,  1936. 

Blanton  is  an  early  authority  in  the  field.  He  is  a  Freud¬ 
ian  psychologist  who  believes  in  the  psychoanalytic  approach 
for  the  majority  of  cases.  The  book  is  simply  written  and  has 
excellent  chapters  on  the  growth  of  conscience,  anxiety,  and 
emotional  patterns. 

Bluemel,  C.  S.  Stammering  and  Allied  Disorders.  The  Mac¬ 
millan  Company,  New  York,  1935. 

Dr.  Bluemel  is  a  practicing  psychiatrist  whose  point  of 
view  is  built  upon  Pavlov’s  conditioned-response  theory.  Inter¬ 
esting  chapters  discuss  primary  and  secondary  stammering. 
The  book  is  readily  understandable  and  contains  many  prac¬ 
tical  suggestions  for  therapy. 

Boome,  E.  J.,  and  Richardson,  M.  A.  Nature  and  Treatment 
of  Stuttering.  E.  P.  Dutton  Co.,  New  York,  1932. 

This  book  emphasizes  the  necessity  for  relaxation  and  the 
psychological  adjustment  for  the  stammerer.  It  contains  many 
interesting  examples  from  case  histories. 
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Fletcher,  John  M.  The  Problem  of  Stuttering.  Longmans, 
Green  &  Co.,  New  York,  1928. 

This  is  an  excellent  book  for  orientation.  Fletcher  makes 
a  critical  analysis  of  many  points  of  view  on  stuttering.  Al¬ 
though  he  states  his  stuttering  theory  clearly,  only  one  chapter 
in  the  book  is  devoted  to  therapy. 

Gifford,  Mabel  Farrington.  Correcting  Nervous  Speech 
Disorders.  Prentice-Hall,  Inc.,  New  York,  1939. 

This  book  is  addressed  to  teachers  and  contains  sugges¬ 
tions  as  to  therapy.  Demonstration  lessons  for  young  children 
are  included. 

- .  How  to  Overcome  Stammering.  Prentice-Hall,  Inc., 

New  York,  1940. 

This  book  is  written  primarily  for  the  stutterer,  pointing 
out  that  the  problem  is  largely  a  mental  and  emotional  one. 
Most  of  the  book  is  devoted  to  specific  therapeutic  techniques. 

Johnson,  Wendell.  Because  1  Stutter.  D.  Appleton-Century 
Co.,  New  York,  1930. 

This  book  states  the  author’s  own  experiences  as  a  stut¬ 
terer.  It  is  usually  recommended  in  pathology  courses  as  re¬ 
quired  reading  so  that  the  clinician  may  better  understand  the 
psychology  of  the  stutterer. 

Orton,  S.  T.  Reading ,  Writing  and  Speech  Problems.  W.  W. 
Norton  Co.,  New  York,  1937. 

Dr.  Orton,  former  professor  of  neurology  and  neuropathol¬ 
ogy  at  Columbia  University,  at  one  time  associated  with  the 
staff  at  the  University  of  Iowa,  relates  various  speech  disorders 
to  neurological  dysfunctioning.  He  believes  that  in  treating 
stutterers  unilateral  brain  superiority  must  be  established. 

Travis,  Lee  Edward.  Speech  Pathology.  D.  Appleton-Century 
Co.,  New  York,  1931. 

The  neurological  basis  of  speech  is  explained  and  cerebral 
dominance  discussed.  Research  data  are  presented  in  support 
of  the  theory.  Travis  has  stimulated  and  directed  more  re¬ 
search  on  the  stuttering  problem  than  any  other  professor. 

Van  Riper,  C.  Speech  Correction.  Prentice-Hall,  Inc.,  New 
York,  1939. 

This  book  makes  a  distinct  contribution  through  its  sug¬ 
gested  measures  for  the  treatment  of  stutterers.  Van  Riper 
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accepts  the  Orton-Travis  point  of  view  in  regard  to  cerebral 
dominance. 

Wedberg,  Conrad.  The  Stutterer  Speaks.  Expression  Co., 
Boston,  1937. 

This  book  can  be  compared  to  that  of  Johnson.  It  is  the 
story  of  a  stutterer’s  life,  with  emphasis  on  psychological  mal¬ 
adjustments.  Wedberg  overcame  his  stuttering  difficulty  under 
the  direction  of  Mrs.  Gifford.  This  book  is  extremely  interest¬ 
ing  reading. 

West,  Robert.  A  Symposium  of  Stuttering ,  Yearbook,  Ameri¬ 
can  Speech  Correction  Association.  College  Typing  Co., 
Madison,  Wisconsin,  1930. 

A  collection  of  interesting  points  of  viewr  on  the  stuttering 
problem.  West,  the  editor,  is  one  of  the  main  contributors  to 
the  field  of  speech  pathology.  Students  should  also  consult 
The  Rehabilitation  of  Speech,  by  West,  Kennedy,  and  Carr 
(Harper  &  Bros.,  New  York,  1937). 
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Abstracting,  self-reflexive  process 
of,  54,  57,  58,  62 

Accompanying  movements,  asso¬ 
ciated,  accessory  muscle,  24,  62, 
131,  133,  138,  142,  149 
Adler,  Alfred,  137,  138 
Alpha  hypothesis,  30 
Ambidexterity,  see  Laterality 
Anal  eroticism,  27 
Anticipation  of  stuttering,  33,  34,  90 
Anxiety,  states  of,  13,  22,  28,  33,  47, 
59,  62,  76,  88,  107,  116,  117,  121, 
123,  138 

Appelt,  Alfred,  4;  theory  of,  1 15— 
18 ;  therapy  recommended  by, 
118-21 

Articulation,  65,  68,  70,  75,  132, 
145,  147 ;  articulatory  masking, 
149;  jabbering,  144,  145;  see 
Sound  formation,  exercises 
Attitudes,  24,  33,  48,  70,  72,  87,  92, 
93,  116,  117,  118,  119,  129,  135, 
150,  157,  158 

Autosuggestion,  see  Suggestion 
Avoidance  reactions,  24,  61,  62,  106, 
108,  132,  156 

Balbism,  142,  145 
Bed  rest,  advocated  by  Bluemel,  17 
Berger,  Dr.  W.,  5 
Beta  hypothesis,  31 
Biochemical  studies,  110,  111; 

blood  differences,  110,  111;  im¬ 
balance  and  metabolic  disturb¬ 
ances,  76,  111 

Biological  functions  older  than 
speech,  12,  13 

Blanton,  Smiley,  3;  theory  of,  11- 
13;  therapy  recommended  by, 
14-15 

Blockade  pattern,  42,  44 
Bluemel,  C.  S.,  3,  55,  153;  theory 
of,  16-17 ;  therapy  recommended 
by,  17-18 


Boome,  E.  J.,  4,  5;  theory  of,  122- 
23;  therapy  recommended  by, 
123-25 

Bouncy  pattern,  62,  104 
Breath  chewing,  134,  135,  140 
Breathing  process,  67,  75,  78,  130, 
159;  abnormal,  17,  78,  79,  131, 
138,  142;  breathing  mechanism, 
50,  65;  clonic  disturbances,  138; 
diseases  affecting,  79;  exercises 
advocated,  84,  93,  112,  140,  160; 
exercises  opposed,  118,  124,  128 
Breathy  tone,  43,  44,  158,  159;  see 
Sigh,  use  in  therapy 
Broca’s  area,  75 

Bryngelson,  Bryng,  4;  theory  of, 
19-21;  therapy  recommended  by, 
21-26 

Carot,  W.  A.,  4;  theory  of,  126-27; 

therapy  recommended  by,  128-29 
Catharsis,  25 

Central  nervous  system,  11,  19,  20, 
105,  132,  154,  155;  functioning 
under  dominant  gradient,  101 ; 
instability  of,  122 

Cerebro  -  chest  -  laryngeal  mecha¬ 
nism,  67,  68 

Clonic  stuttering,  19,  24,  74,  130, 
131,  132,  149,  155,  156;  clonic 
disturbances,  138 

Cluttering,  138,  147,  150;  see  Jab¬ 
bering 

Compensation,  116,  117,  118,  120 
Conditioned  response,  speech  as, 
16,  17 ;  inhibition  of,  83 
Conferences,  individual,  14,  48 
Confidence  building,  42^14 
Conflict  in  speech  patterns,  49,  50 
Coriat,  Isador  H.,  4;  theory  of,  27- 
28;  therapy  recommended  by, 
28-29 

Cortical  control,  11,  12,  13,  20,  24, 
74,  75,  76,  161;  cerebral  control. 
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66,  67,  71,  157;  conflict  between 
cortical  and  subcortical  levels, 
50,  52,  75,  76;  loss  of,  12,  13 
Cure  of  stuttering,  6,  15,  46,  72,  74, 
77,  82,  135,  141,  154,  157 
“Curve  of  articulation,”  79,  80 

Davis,  Dorothy  M.,  54,  55,  56 
Distraction,  7,  92,  108,  134,  135 
Dominant  gradient,  20,  101,  102, 
103;  cerebral  dominance,  102, 
156;  conflict  between  hemi¬ 
spheres,  100,  102 
Dramatics,  15,  48 

Dunlap,  Knight,  3;  theory  of,  30- 
31 ;  therapy  recommended  by, 
31-32 

Dysphemia,  19,  20,  21,  110,  111, 
144 

Educational  rehabilitation,  39,  47 ; 

re-education  of  speech,  142,  144 
Emotional  control,  “catharsis,”  25; 
cultivation  of,  42,  48,  52,  82,  83, 

87,  157;  emotional  readjustment, 
14,  15,  18,  39,  42 

Emotional  difficulties,  11,  13,  16,  17, 
18,  22,  41,  42,  47,  48,  49,  52,  69, 
71,  72,  88,  112,  138;  condition¬ 
ing,  17,  90,  92;  cortical  control 
lessened  by,  12,  106;  instability, 
45,  46,  123;  tension,  15,  45,  83, 

88,  92,  107,  121,  157,  158 
Environmental  factors,  19,  34,  38, 

41,  58,  116,  122,  123,  124,  143, 
155;  in  home  and  school,  14,  34, 
41,  46,  93,  107,  144 
Environmental  therapy,  14,  17,  18, 
39,  42,  61,  63,  93,  94,  112 
Evaluations  (semantic  theory),  54, 
57,  58,  60,  61,  62 

Fatigue,  16,  18,  90,  138 
Fear  states,  11,  12,  13,  16,  17,  22,  24, 
27,  33,  41,  44,  46,  47,  76,  88,  90, 
91,  104,  106,  107,  108,  109,  110, 
111,  121,  123,  127,  133,  155,  158; 
word  fear,  43 

Fear  of  stuttering,  70,  71,  72,  90, 
146 


Fletcher,  John  M.,  3;  theory  of, 
33-35;  therapy  recommended 
by,  35-40 

Fluency  image  pattern,  44 
Freud,  14,  137 

Froeschels,  Emil,  4,  55,  136,  140; 
theory  of,  130-34;  therapy  rec¬ 
ommended  by,  134-35 

Gifford,  Mabel  Farrington,  3,  157; 
theory  of,  41-42;  therapy  rec¬ 
ommended  by,  42-44 
Greene,  James  S.,  3;  theory  of,  45- 
47 ;  therapy  recommended  by, 
47-48 

Grimaces,  see  Muscular  contor¬ 
tions 

Gutzman,  Dr.  H.,  5,  136,  137,  138 

Habit,  stuttering  as,  30,  31,  70,  126; 

speech  response  as,  81 
Handedness,  see  Laterality 
Heredity,  effect  of  disclaimed,  35; 
stuttering  tendency  inherited, 
45,  83,  122,  127,  137,  143,  148 
Hill  Young,  Edna,  4;  theory  of, 
49-51 ;  therapy  recommended 
by,  51-53 

Imbalance  and  metabolic  disturb¬ 
ances,  76,  111 

Infantile  behavior,  13,  28,  119,  120 
Infantile  speech  patterns,  51,  54, 
55 

Inferiority:  feelings  of,  33,  71,  115, 
116,  117,  122,  128;  organ  inferi¬ 
ority,  137,  139;  psychobiologic 
inferiority,  47 

Inhibitions,  physiological,  16,  17, 
118,  138 

Iowa  questionnaire,  153 

Jabbering,  144,  145 
Jacobson,  Edmund,  160 
Johnson,  Wendell,  4,  165;  theory 
of,  54-59;  therapy  recommended 
by,  59-64 

Kenyon,  Elmer  L.,  4;  theory  of, 
65-72;  therapy  recommended  by, 
72-73 
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Kinesthesis,  43,  51,  52,  53,  96 
Kinesthetic  imagery,  78,  92,  161; 

see  Oratans 
Kopp-West  study,  111 

Larynx,  faulty  movements  of,  138 
Laterality,  21,  23,  24,  89,  101,  102, 
108,  143,  156;  ambilaterality,  20, 
21;  re-training  of  handedness, 
14,  76,  103 

Learned  behavior,  stuttering  as,  59 
Lingui  -  speculative  insufficiency, 
142,  143,  145 

Mental  hygiene,  7,  13,  14,  40,  42, 
87,  93,  103,  104,  107,  108,  112, 
116,  153,  157,  158,  164 
Metronome,  76,  140,  162 
Moto-kinesthetic  direction,  51-53 
Mouth  movements,  18,  84,  85 ; 
“mouth  play,”  84,  85;  passive 
and  loose  mouth  action,  43,  44, 
159,  161 

Muscular  contortions,  17,  62,  104, 
131,  156;  see  also  Accompany¬ 
ing  movements 

Nadoleczny,  Max,  4;  theory  of, 
136-40;  therapy  recommended 
by,  140-41 

Nathanson,  Yale,  4;  theory  of,  74- 
78;  therapy  recommended  by, 
78-82 

Negative  practice,  advocated  by 
Dunlap,  31,  32 
Nervous  instability,  122,  123 
Neural  integration,  11,  12,  23,  24; 

disintegration,  19-21 ;  78,  88,  106 
Neurosis,  69,  105,  115,  116,  137, 
138,  139;  compulsion,  155; 

spastic  co-ordination  neurosis, 
137 

Nonfluency,  as  distinguished  from 
stuttering,  59-63 

Objectivity,  103,  108,  128 
Onset  of  stuttering,  16,  19,  50,  55, 
66,  92,  123,  133,  154 
Oral  eroticism,  27 
Oratans,  78,  79,  80,  81 


Overlearning,  75,  81,  82 

Overstimulation,  18,  89 

Parent-child  relationship,  13,  21, 
22,  34,  41,  42,  56,  57,  59,  60,  61, 
87,  93,  107,  144;  severe  disci¬ 
pline,  60 

Personality  factors,  22,  23,  24,  47, 
82,  89,  107,  115;  adjustment  of, 
38,  47,  93,  94,  140;  specifically 
conditioned  personality,  88,  90, 
91 

Physical  hygiene,  18,  23,  42,  52,  93, 
108;  examinations,  14,  42,  47, 
124,  141 

Pichon,  Edward  and  Mme  Borel- 
Maisonny,  4;  theory  of,  142-45; 
therapy  recommended  by,  145 

Prevention  of  stuttering,  51,  58, 
107 

Primary  stuttering,  16-18;  21,  53, 
55,  56,  105,  106,  107;  primary 
disposition,  150;  see  also  Clonic 
stuttering 

“Prime  control,”  75,  76,  77 

Psychoanalysis,  14,  28,  29,  129,  137, 
145 

Psychological  factors,  11,  23,  24, 
25,  33,  41,  45,  89,  90,  91,  102,  117, 
118,  130,  146,  149,  154,  155 

Psychoneurosis,  stuttering  as,  27, 
28,  83,  133 

Psychophysical  condition,  stutter¬ 
ing  as,  71,  110,  137 

Psychophysical  function,  speech  as, 
65 

Psychotherapy,  94,  123,  124,  135, 
140,  141,  145,  150;  group  psy¬ 
chiatry,  48 

Public  speaking,  15,  48,  103;  speak¬ 
ing  exercises,  150 

Questionnaires,  personality,  87 ; 
handedness,  102;  Iowa  question¬ 
naire,  153 

Relaxation  as  therapy,  14,  42,  43, 
44,  48,  84,  93,  96,  108,  112,  118, 

123,  124,  125,  140,  149,  156,  157, 
158,  160;  progressive  relaxation, 

124,  160 
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Repetitive  tendency,  normal,  16, 
54,  55,  56,  130,  148 
Research,  55,  165 
Rhythm,  games  for,  108;  change  of, 
140 

Rhythmic  breathing,  125 
Rhythmic  movement,  76 
Rhythmic  situations,  138 
Rhythmic  speaking,  61,  76,  159 
Rhythmics,  47 ;  melody,  143,  145 
Robbins,  Samuel  D.,  4;  theory  of, 
83;  therapy  recommended  by, 
83-87 

Secondary  psychical  reaction,  150; 

see  also  Tonic  stuttering 
Secondary  stuttering,  16-18,  19, 
21,  105,  106,  108,  155,  156 
Security,  need  for,  115,  117,  118, 
119,  120 

Sedation,  advocated  by  Bluemel,  17 
Semantic  theory,  54-59 
Sensoric  incongruency,  147 
Shock,  16,  41,  46,  76,  89,  122,  123, 
126,  127,  149 

Sigh,  use  in  therapy,  43,  84;  see 
Breathy  tone 

Singing,  36,  48,  76,  91,  96,  132,  133 
Sociological  factors,  25,  34,  69,  77, 
88,  107,  110;  maladjustments, 
47,  71,  76,  89,  155;  morbidity, 
23,  33;  social  speaking,  88,  89, 
90;  training  in  social  situations, 
13,  25,  38,  88,  94,  104,  160,  162, 
163,  164 

Solomon,  Meyer,  4;  theory  of,  88- 
92;  therapy  recommended  by, 
92-94 

Sound  formation,  49,  51,  52,  65, 
67,  68,  70,  72,  75;  curve  of  articu¬ 
lation,  79;  exercises  advocated, 
79,  80,  81,  145;  exercises  op¬ 
posed,  15,  118,  124;  progressive 
allocation  of  sounds,  78,  79,  80; 
see  Articulation;  Oratans 
Speech  games,  15,  103,  108,  125 
Speech  patterns,  49,  50,  51 
Spluttering,  143,  144,  145 
Sporleder,  Hedwig,  136 
Starters,  106,  132 


Suggestion,  15,  43,  124,  125,  157, 
158 

Swift,  Walter  B.,  4;  theory  of,  95- 
96;  therapy  recommended  by, 
96-99 

Synonyms,  use  of,  17,  86,  132;  sub¬ 
stitutions,  138 

Tension,  bodily,  22,  41,  56,  62,  94, 
104,  123,  159;  see  Emotional  dif¬ 
ficulties,  tension 
Terms,  use  of,  6,  7 
Thalamus,  11,  12;  hypothalamus, 
45 

Thought  processes,  disturbances 
of,  133,  142,  143,  147,  148;  train¬ 
ing  of,  62,  83,  86,  87,  88,  145 
Tones,  unnatural,  15,  92,  97 ;  see 
Breathy  tone 

Tonic  stuttering,  19,  130,  131,  132, 
133,  149,  155,  156;  tonic  dis¬ 
turbances,  138;  tonoclonus,  130, 
132 

Traumatic  stuttering,  133;  single 
traumatic  episode,  34;  traumas 
as  exciting  cause,  20 
Travis,  Lee  Edward,  3;  theory  of, 
100-102;  therapy  recommended 
by,  102-4 

Unconscious  mind,  11,  13,  42 
Unison  speaking,  17,  76,  91,  140; 
unison  reading,  32,  61 

Van  Riper,  C.,  4,  55,  157 ;  theory 
of,  105-7 ;  therapy  recommended 
by,  107-9 

Van  Riper  Angle  Board,  103 
Visualization,  44,  69,  70,  71,  86, 
95,  96,  98,  158 
Vocabulary  deficiency,  60 
Vocal  cords,  130;  in  adduction,  66, 
67,  68,  69,  70,  72 

Vocal  exercises,  advocated,  97 ;  op¬ 
posed,  15,  36,  118;  see  Vowel 
prolongation 

Voice  production,  development  of, 
67,  68 

Voluntary  stuttering  (simulated), 
24,  31,  32,  36 
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Vowels,  80,  85,  160;  prolongation, 
43,  44,  85,  158,  159,  162 

Wedberg,  Conrad,  164 

Weiss,  Desire,  4;  theory  of,  146-49; 

therapy  recomended  by,  150 
West,  Robert,  3;  theory  of,  110-11; 
therapy  recommended  by,  111— 
12 


Whispered  speech,  18,  91,  132,  133; 
see  Breathy  tone;  Sigh,  use  in 
therapy 

Will  to  stutter,  132,  133 
Word-blockade  pattern,  42,  44 
Writing-talking  exercises,  22,  24, 
103,  108 

Young,  Edna  Hill,  see  Hill  Young 
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